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Evaluating the effectiveness o f Cognitive Behavioural 
Therapy approaches for voice-hearing in schizophrenia  
in facilitating 'personal recovery’
Schizophrenia has historically been considered impossible 
to treat through psychological means. In  the last two 
decades considerable progress has been made in  the 
understanding and treatm ent of schizophrenia to 
invalidate this point of view. This review looks at the most 
promising of approaches: Cognitive Behavioural Therapy 
(CBT), and its im pact w ith people who hear voices. Strands 
of CBT, nam ely CBTp, Social Rank theory. Relating 
therapy, and group CBTp w ill be explored most closely. 
These approaches are considered from a recovery model 
standpoint, which provides a hopeful look a t the progress 
possible through therapy. It  is feasible to have a 
m eaningful, functional, and productive life while hearing  
voices. Therapy now focuses on easing distress th a t can be 
generated when hearing voices. Further research is 
suggested to broaden our understanding of the voice 
hearing experience.
Introduction
Schizophrenia is the most common form of psychotic illness, and occurs in 
roughly 1% of the population (NICE, 2009). It is a distressing experience, 
ranked ninth most disabling illness by the World Health Organisation in 1990 
(cited in NICE, 2009). It has wide repercussions on the individual in terms of 
affect, self-esteem, employment, finance, housing, and social functioning.
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Schizophrenia is a major psychiatric disorder. It involves disturbances of 
thought, perception, attention, motor behaviour, affect, and life functioning. 
Symptoms are categorised into positive, negative, and disordered. Positive 
symptoms can include delusions as well as auditory, visual, or sensory 
hallucinations. These can be extremely traumatic experiences for an 
individual, and can lead to serious repercussions in terms of their 
psychological wellbeing, their employment, and social networks.
Why focus on voice hearing?
To refine the scope of this literature review I plan to focus on the 
phenomenon of auditory hallucinations, specifically voices, in schizophrenia. I 
have decided to do this largely due to the direct impact hearing voices has on 
the person’s perception and interaction with the world. Addressing the voice 
hearing experience in a sensitive and respectful way is imperative to the 
recovery of a meaningful and fulfilling life for the individual.
Terminology
Schizophrenia was purposefully used in the title as a focus for this 
explorative review of research. Many of the papers included in this review 
excluded participants if schizophrenia, or schizo-affective disorder, were not 
their primary diagnosis. Reasoning behind these exclusion criteria were not 
made clear in those papers. It might have been a prediction of ability to 
recover, with regards to for instance those with dementia or substance 
abuse. To remain consistent with literature, schizophrenia was chosen as a 
focus in this review. However, this partially selective look at voice-hearing is 
considered a weakness of the review.
At times I will use the term psychosis, when referring to its more general 
experience across diagnostic groups. It is clear that there are no obvious 
boundaries of psychosis, and use of diagnostic criteria in itself is sometimes 
contentious. However, I have attempted to strike a balance between 
accurately displaying information for particular sub-groups as I find them, and
3556476
appreciating the individual experiences of a person as being distinct from 
others', and hence not pre-ordained by a diagnostic label.
NICE guidance
Recovery from schizophrenia has generally been viewed pessimistically by 
professionals, supported by the intractable nature of some of its symptoms. 
Medication had been considered the only form of intervention for this illness, 
despite up to 40% still responding poorly to the drugs (NICE, 2009). Side- 
effects include lethargy, hyper-salivation, sedation, and tardive dyskinesia. All 
these present the person with a considerable social handicap, increasing 
difficulties with interacting in society. Despite its low success rate, it remains 
the primary course of treatment.
However, in the last two decades, increasing interest and advances have 
been made in the treatment of schizophrenia through therapeutic means. The 
recently updated NICE guideline for schizophrenia (2009) continues to 
support the implementation of 1:1 Cognitive Behavioural Therapy (CBT) 
alongside medication. NICE (2009) has increased its emphasis on holistic 
methods of treatment, relative to the schizophrenia guideline brought out in 
2002. Through the addition of two extra chapters on case studies, and 
acknowledgment that the experience of symptoms is unique to everyone, it 
begins to move away from the medically dominated style in which it is written.
What should be treated to achieve ‘personal recovery’?
Before evaluating effectiveness of therapies, it is important to establish what 
is understood by ‘effective’. What constitutes an effective recovery from 
hearing voices? The medical model would suggest that an effective therapy 
is the reduction - or at best, eradication - of symptoms, in this case the 
voices. This is often referred to as ‘clinical recovery’.
When considering psychological interventions, they do not attempt to explain 
the occurrence of voices. It is accepted that the onset of voices can be as a 
result of difficulties in making sense of a traumatic experiences such as
3556476
10
abuse, or loss (e.g. Romme & Escher, 2000). Moreover stress is an 
important factor in predicting relapse, as well as other factors such as social 
adversity and isolation (NICE, 2009).
Nonetheless, traumatic histories are not a precursor to developing 
schizophrenia, or other psychoses. Nor is stress a necessary experience for 
relapse. Hence even though psychological theories can go some way to 
explain parts of the experience, it cannot wholly explain the origin of hearing 
voices. It therefore feels unreasonable to measure its effectiveness by the 
presence or absence of voices.
A number of consequences of schizophrenia, such as low self-esteem and 
depression, are an indirect result of the illness (Fannon et al., 2009). They 
are not necessarily resolved by removing the precipitating symptoms. There 
is a strong negative stigma attached to having experienced psychotic 
episodes, partly due to its portrayal in the media as a dangerous illness, as 
well as a lack of understanding by the general public. Unstable living 
arrangements, poverty, homelessness and unemployment all serve to 
maintain the problem.
The definition of recovery this paper will hold to is one of personal recovery. 
NIMHE (2005) defines recovery as follows:
Recovery is what people experience themselves as they 
become empowered to manage their lives in a manner that 
allows them to achieve a fulfilling, meaningful life and a 
contributing positive sense of belonging in their communities 
(p.1)
Slade (2009) summarises the four domains necessary for personal recovery, 
identified by people with lived-experience of mental illness. The domains are 
as follows: hope; self-identity; meaning to life in the shape of purpose and 
goals; and personal responsibility for one’s own life. The definition and
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domains both emphasise the importance in recognising the individual’s 
journey of recovery. Recovery for the individual can, but does not 
necessarily, equate the same outcome as dictated by the medical model. 
Instead it is more helpful to consider what would be most relevant for the 
client, whether that is reduction of voices, or the emotional benefit of distress 
reduction (Farhall et al., 2007).
This new model of recovery provides a hopeful perspective on illnesses such 
as schizophrenia, where complete return to previous state of health is only 
possible for a small proportion of the population. Instead using a holistic view 
of recovery provides new opportunities to improve the person’s self-worth 
and quality of life through for instance facilitating the acquisition of social 
roles (valued by themselves and others), which act as ‘scaffolding for the 
emerging identity of the recovering person’ (Slade, 2009, p4). An example 
which illustrates this point well is the case of a 29 year old man who had 
been experiencing severe episodes of psychosis, whom I encountered while 
working within an Assertive Outreach Team (ACT). He was a talented golfer, 
but had become extremely isolated and paranoid. The AOT’s intervention 
was to support him becoming a member of the local golf club. He himself 
reports that this has been a major turning point. He now has the support and 
understanding of a close social group, and the opportunity to take part in a 
meaningful activity.
Personal recovery is not easily measured in a quantifiable and generalisable 
way. Targets are personal to each individual, open to change over time, and 
are achieved over varying time scales. This creates some difficulty when 
measuring the contribution of any intervention on the individual’s wellbeing. 
Thus it becomes difficult to make effective recommendations for useful 
treatment approaches. Evidence based practice is essential to developing 
good quality healthcare. However, it is imperative for practitioners to be 
mindful of the detrimental effects of too medicalised an approach on the 
treatment of individuals.
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Aim of therapy
As evidenced in comparisons between clinical and non clinical hearers 
(Sorrell et al., 2009), distress is an important variable in the development and 
maintenance of schizophrenia. It follows therefore that the main aim in 
therapy should be to reduce distress and enhance wellbeing as advocated by 
the recovery model. I believe that re-integration into social networks, be it 
families, friends, work colleagues, common interest groups, golf clubs, and 
so on, has positive ramifications on self-esteem and identity.
The experience of the voice
Research such as that performed by Johns et al. (2002) show that only 25% 
of people who reported hallucinatory experiences in the UK were eligible for 
a diagnosis of psychosis. This study supports a view gaining momentum: 
hearing voices in itself is part of normal experience. Hearing a voice does not 
preclude someone to a diagnosis of psychosis, as a large proportion of the 
population who do hear voices are not affected in any other way. This 
suggests a continuum of psychotic phenomena in the general population, 
and goes some way to normalising the experience. The study matched 
interviewer and participant by ethnicity and preferred language, in order to 
detect subtleties of language wherever possible. However, limited questions 
regarding their experience meant they were not asked about use of illicit 
drugs, and therefore the researchers were unable to factor out induced 
hallucinations. Conversely the researchers also analysed by age-group 
whom had most frequently heard voices in the preceding year. The 16-19 
year olds reported having most frequently heard voices, and it could be 
hypothesised that a proportion of these might have been as a consequence 
of drug use.
Several researchers, such as Chin et al. (2009), have found that hearing 
voices is not necessarily a traumatic experience. In a qualitative interview, 
group members described an awareness of a union with the voice, which for 
some provided a closeness that would otherwise not have been present. It 
was admitted by some that voices would be missed if they were no longer
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there. Aiming to rid people of voices that provide an important coping function 
might well be to the detriment of the voice hearer, and therefore unethical. 
This has been demonstrated in a meta-analysis by Wykes et al. (2008) who 
found a worsening in hopelessness when positive symptoms, such as voices, 
reduced. This could potentially be because the voice served a protective 
function, and used as a coping resource.
Many psychologists (e.g. Chadwick, 2006) base therapy on the fact it is not 
the experience of hearing voices in itself that causes distress and result in 
negative emotional, cognitive and behavioural consequences. Instead it is 
the voice hearer’s interpretation of the experience. If the person interprets the 
voice(s) in a benevolent or neutral way, it is hypothesised that they are able 
to function in a normal way and are not otherwise adversely affected. 
Conversely, societal or religious interpretations can also impact the voice 
hearing experience. Different cultural and religious groups may interpret 
voice hearing in different ways due to varying beliefs around the spiritual 
world and other cultural norms. This is supported by Johns et al. (2002) who 
found that despite Caribbean and South Asians reporting more 
‘hallucinations’ relative to White people in the UK, they were almost 50% less 
likely to be receiving support for psychosis. This can be either attributed to a 
unique belief set, or an inherent difficulty in the UK of engaging these groups 
of the population with mental health services.
History of Cognitive Behavioural Therapy for psychosis
Until the 1990s, little other than medical interventions were considered to be 
of any use to the treatment of schizophrenia. Since then. Cognitive 
Behavioural Therapy for psychosis (CBTp) has been growing in momentum, 
predominantly in the UK. The expansion in the use of CBT approaches for 
affective disorders in the eighties, led to clinical psychologists transferring the 
principles of their treatment methods across diagnostic groups. Their position 
in adult mental health services in the NHS, meant they were in a good 
position to experiment in adapting CBT principles to this client group. The 
setting in which this occurred has somewhat influenced the direction of
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refinements in CBTp. It can, for instance, be postulated that the proportion of 
research funded or supported by the NHS is guided by cost effectiveness 
such as reducing hospital admissions, and establishing the maximum input 
needed from professionals. This is understandable and even logical, when 
considering the perspective of a welfare system with limited resources. 
However, it is also important to be mindful of the ‘landscape’ of research 
advancements. Experiments that deemed whether approaches were effective 
or not used predominantly outpatients to CMHTs who were considered 
‘appropriate’ by referrers for possible CBTp, had opted in to the treatment, 
were at least 18 years old, and had been on stable medication for at least 3-6 
months. Conclusions drawn from this subsection of society can therefore not 
necessarily be applied to the rest of the population.
Benjamin (1989) was one of the first to suggest that ‘the patient’s relationship 
with the hallucination reflects directly the relationship with the illness itself 
(p.293). Thus by treating the relationship the voice hearer has with the voice, 
headway can be made in the amelioration of a person’s general experience. 
It has also been suggested by several researchers (e.g. Hayward, 2004) that 
the relationship with the voice is a paradigm for the person’s social 
relationships in general. Emphasis therefore on the relationship with the 
voice is generating increasing research interest. From a recovery model’s 
point of view, this approach is of interest too. It can be hypothesised that an 
improvement in the relationship with the voice will generalise out to 
improvements in relationships in general. It would logically follow that this 
would have a positive impact on a person’s social, occupational and 
vocational functioning -  as considered desirable by Slade (2009).
Voice interpretation
Benjamin (1989) went on the say that ‘the content of the hallucination is 
directly responsible for the salient and anomalous behaviours associated with 
schizophrenia’ (p.293). It has since been accepted that one does not have 
control over the content of the hallucination itself. Instead individual CBTp 
addresses voice hearing by analysing the interpretation the voice hearer
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makes of the voice. It is the interpretation that affects the way in which the 
hearer responds to the voice, and which feeds into their self-schemas. 
Chadwick et al. (1996) describe four ways in which the voice is interpreted 
that affect the way in which the hearer responds to the voice: the identity of 
the voice; its purpose; the power of the voice; and the consequences of 
compliance or disobedience. The variety of ways in which the person 
interprets the voice(s) has directly been linked to elements of self-worth 
(Birchwood et al., 2002).
Social Rank Theory
Birchwood et al. (2002) suggest applying the Social Rank Theory -  taken 
from evolutionary psychology -  to the understanding of the relationship 
between a dominating or commanding voice, and the voice hearer. The 
theory proposes a survival mechanism implicit to all social animals, where 
the stronger and healthier dominate the weaker members of that society. 
This is seen as a reciprocal relationship where those in lower ranks are given 
protection in exchange for their submission. According to this theory, people 
submitting or appeasing a dominating voice can be classed as 'followers' 
(Byrne et al, 2006). If they relate to their voice as a ‘follower’, they are likely 
to respond to other people in their social setting in a similar way. If they come 
to see themselves as subordinate and lower than others, this may have 
strong implications on their self-worth. This could lead to factors which 
maintain this view of themselves, such as: social stigma associated with 
psychosis, homelessness, poverty, and unemployment. This in turn could 
fuel a sense of unimportance relative to others in the community. Negative 
social comparisons, such as believing one is inferior to others, is linked to 
general feelings of powerlessness (Birchwood et al., 2004) and in turn re­
enforces relating to their voice(s) from this perspective.
Sorrell et al. (2009) compared relating styles between clinical and non-clinical 
hearers and found that relating in a dependent way did not significantly differ 
across these two groups. This contradicts the social rank theory: Sorrell et 
al.’s findings indicate that appeasing or submitting to a commanding voice did
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not lead to reduced self-worth and social deprivation, which would be 
expected from someone who has not been in touch with mental health 
services. This study demonstrated interesting results, and will hopefully be 
replicated with a larger sample, including qualitative information on levels of 
functioning of clinical and non-clinical groups.
In terms of recovery, social rank theory suggests that in order to improve self- 
worth and independence, hearers of commanding voices must empower 
themselves and become independent in other areas of their life. This might 
impact the way in which they in turn relate to their voice(s).
Relating therapy
Researchers have begun exploring the reciprocal nature of the relationships 
between voices and voice hearers. At first, hearing a voice that no one else 
acknowledges can be surreal as well as frightening. However, after a time, 
the voice hearing becomes integrated into normal experience for the voice 
hearer and part of their subjective experience of the world (Benjamin, 1989). 
Voice hearers fall into a pattern of relating and interacting with the voice, 
which has either positive or negative consequences on the hearer's 
subsequent wellbeing. These patterns of relating often resonate in present 
and past patterns of relating with significant others (Hayward et al., 2009).
Several researchers (e.g. Hayward, 2003; Vaughan & Fowler, 2004) have 
used Birtchnell’s Relating theory (1993, 1999) to increase understanding of 
the relationship between voices and voice hearers. Birtchnell took an 
evolutionary view of relating, and asserted that each party’s main goal is that 
of survival. It is an active process, and is something that is done unto others. 
Birtchnell proposed two axes that people simultaneously move along: 
proximity and power. Proximity is often illustrated as a horizontal axis. 
Distance and Closeness are dimensions on either end of this continuum, and 
refer to the level of psychological proximity the person seeks out. The power 
axis refers to the whether the person is relating from a position of strength or 
submission. It is often depicted as a vertical axis with Upperness and
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Lowerness dimensions at each end. It is possible to relate in negative or 
positive ways in each of these dimensions at different times. As one matures, 
each person gains experience of relating competently and confidently in each 
of these areas, providing them the opportunity to respond flexibly in different 
situations. If someone is raised in less than ideal circumstances, the 
individual is left with various relating deficiencies. This might hamper 
negotiating difficult relationships in the future, due to their inflexible style of 
relating (Sorrell et al., 2009). Birtchnell felt that this theory could also help 
formulate certain personality disorders, where relating with people was 
difficult.
Hayward (2003) found that similarities between how people related to their 
voices, and how they related to other people, based on Birtchnell’s 
dimensions for relating. The sample of this study was small, and only 
included voice hearers from a clinical population, whom one could speculate 
might all have had negative relating styles. Results might well have showed 
differences in relating if they had a ‘flexible’ style. This could possibly be why 
some people are not troubled by their voices.
Hayward (2003) highlights that relating to voices is not uni-directional. The 
voice hearer does not only relate to the voice, but the voice also relates to 
the hearer. The voice is attributed as having intentions, emotions and 
reasoning skills (Chin et al., 2009) and thus seen more as a person than ‘an 
auditory hallucination’. It is clinically relevant to acknowledge this when 
providing therapeutic support so as to appreciate the complex relationship 
the client is facing. In this paper, Hayward presents several different ways 
one might work to modify these reciprocal relationships. For instance, 
through working on improving interpersonal relating, it can be possible to 
improve confidence in relating assertively to voices. This would have the 
added benefit of providing the voice hearer with increased social support, 
which has also been shown to improve people’s responsiveness to therapy 
(Garety et al., 2008). Alternatively, Hayward suggested working directly with 
the voice and voice-hearer relationship through Relating Therapy.
3556476
18
Hayward et al. (2009) provided several case studies where interventions 
were undertaken using Relating Therapy. Relating therapy values the 
benefits of helping clients see links between how they relate to their voice(s), 
and the ways in which they might relate to their partner, family, friends, 
colleagues, and so forth. This approach also demonstrates to the client how 
their relating style is contributing to the maintenance of the unhelpful 
relationship. Finally, different ways of relating to the voice using techniques 
such as ‘the empty chair’ and experiential role plays are practiced in session 
and if possible in between sessions as well. Hayward and colleagues (2009) 
found positive results in four out of five of cases presented in the paper. 
Clients reported reductions in distress, and increased understanding and 
perceived control over their experience. It is now important to develop more 
comprehensive investigations into the benefits of Relating therapy through 
examining its efficacy with a larger sample size, and its influence across the 
spectrum of relationships. Longtitudinal studies would also be helpful to 
measure whether or not positive changes are maintained over time. 
Moreover, more comprehensive measures to assess changes in 
interpersonal relating and analyses on clients’ experience of treatment need 
to be performed.
Group CBTp
Based on the premise that developing socialisation skills would improve the 
individual’s ability to better relate to their voice, CBTp groups were introduced 
by services to provide an unintimidating environment in which to develop 
these skills.
Initial trials of group CBTp had some promising results. Chadwick et al. 
(2000) ran 8 hourly sessions for groups of up to 5 people with treatment 
resistant schizophrenia. Groups focused on challenging the omnipotence of 
voices through measuring a participant’s self-reported perception of power 
and of control on a 10cm continuum. Significant improvements were found on 
these dimensions, but no significant effects on depression or anxiety, or
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frequency and intrusiveness of voices. As the sample size was small, and 
only few measurements were carried out, limited inferences can be made 
from this study. However, the study’s incorporation of a qualitative analysis of 
participant experience was very well executed. Chadwick et al. found that 
despite a large proportion of the measurements reporting non-significant 
effects, participants were extremely positive about the group experience, and 
stated they found being able to discuss their voice hearing experiences in a 
non-judging environment invaluable.
Wykes et al. (2005) compared effect sizes of a psychosis group to a control. 
They found no significant improvements in psychotic symptoms or self­
esteem, but noted a modest improvement in social functioning, even at six 
months follow-up. However, there were large inconsistencies in scores 
between the therapeutic groups, suggesting the quality of therapists affected 
the level of improvement of each group. Several group facilitators in this 
study had had no experience of individual CBT before being trained in the 
provision of group CBTp training. As well as being suggestive of the need for 
highly skilled therapists for this type of group, this study also highlights the 
importance of controlling for therapist effects as much as possible to allow 
accurate comparison across conditions. Wykes et al. (2005) attribute the 
effects of the group to being able to discuss a topic that is very important to 
them. They hypothesise that positive results would not have been reaped if 
they had discussed innocuous topics such as politics, pottery, or football. 
This however is only speculation, as no qualitative self-reports post-group 
were mentioned, nor was there a control group of this description to compare 
to.
Dannahy et al. (in press) piloted a CBT group on six occasions, emphasising 
elements of mindfulness, and encouraging behaviour change to develop 
positive self-schemas. Significant effects were reported for reduced distress 
and subjective control. However this was not maintained at follow-up. The 
primary group facilitator was consistent for all six groups, and as expected 
there were no significant differences between groups. Sample sizes were
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small, yet retention rates were good compared to that of Wykes et al. (2005), 
possibly as participants had opted in to this group as opposed to being 
referred to the group as part of random allocation. This might have 
implications for levels of motivation and subsequent participation in group 
activities. Changes in social behaviour were not measured in this study, so 
comparisons cannot be made with Wykes et al. (2005)’s study in this respect.
A further study on group CBT was performed by Barrowclough et al. (2006). 
Their study benefited from a larger sample size, and compared a control 
condition to a group condition. In this study the group ran over 18 sessions 
and was CBTp in focus. This study used a group template that was 
considerably longer than other studies used, typically between 8 and 10 
sessions. Nevertheless, Barrowclough et al. found no significant treatment 
effect for psychotic symptoms, social functioning, anxiety, or depression. 
However, participants who had attended the group reported feeling less 
hopeless, and had increased self-esteem, which are in line with aims of the 
recovery model. These results could potentially be attributed to group effects 
of cohesion, instillation of hope, and altruism (Yalom, 1995), as opposed to 
the therapeutic benefits of CBTp. It might have been of benefit to measure 
the use of CBT strategies employed by group participants to measure this 
effect, as this could influence group focus in the future.
As there are no clear guidelines on length and amount of sessions, a clear 
format for each group, or amount of participants optimum for each group, it 
remains difficult to reach consensus as to the efficacy of group based CBTp. 
It is certainly tempting to advocate this intervention, in order to increase the 
availability of CBTp to more people. However, this would only be appropriate 
if more consistent studies appeared, supporting its use as an intervention. 
This use could be in the reduction of symptoms of psychosis, such as the 
voice hearing experience. However, increased emphasis should also be 
placed on measuring the participants’ qualitative experience of being in a 
group. It is possible that group membership in itself might be helpful for these
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people. Studies could measure these effects with long term follow-ups to 
assess any changes in social functioning.
Limitations of research
There has been a lot of thoughtful, and thought-provoking, research 
generated from the study of CBTp in recent years. However, little consistency 
has been reached regarding the outcome measures used to interpret 
improvements made as a result of an intervention. Moreover, there is no 
consistency in number and length of sessions offered to participants in either 
individual or group therapy. This makes it extremely difficult to compare 
across experiments and establish generalised effects.
The choice of questionnaires means that participants are immediately limited 
in their responses. This in turn can potentially push researchers' 
understanding of a phenomenon into a misinformed direction of interpretation 
(Chin et al., 2009). Consideration of this potential drawback needs to be 
attended to in research design. Emphasis on participant experience in 
studies such as that by Romme & Escher (2000) and Chin et al. (2009) 
provide valuable information on people’s experiences.
The studies discussed in this review were often subject to ‘convenience 
sampling’ (Farhall et al., 2007) from a Community Mental Health Team. This 
meant participants were predominantly between 18 and 65 years of age, and 
were often referred to the trials when considered ‘appropriate’ for CBTp 
treatment by other professionals. Participants who used illicit drugs, as well 
as those with learning difficulties, were excluded from studies. Due to these 
factors, participant samples were narrowed, and this makes it hard to 
generalise to the whole population at present.
Most studies were performed in the UK and some of the research designs 
meant that cultural differences might not have been detected, despite 
evidence that this is a relevant variable in experience (Johns et al., 2002). 
Interviews and questionnaires predominantly administered in English are
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likely to lose the subtleties of different cultural narratives. Ethnicity was not 
often reported along with other demographic information, which might have 
provided some interesting results.
Finally, the Recovery model (Slade, 2009) and ‘the Guiding Statement on 
Recovery' (NIMHE, 2005) advocate personal choice when considering 
treatment model. Ascribing participants randomly to a method of treatment in 
studies seems artificial, as a disinterest in a treatment style may generate 
results unlike if they had prescribed to the treatment. Richardson et al. (2000) 
suggests running ‘client preference trials’ to overcome this.
Conclusion
The understanding of voice hearing has developed considerably over the last 
twenty years. It is now widely accepted that psychotic experiences are 
extremely complex, and more research is still needed to fully understand the 
phenomenon. Variables that affect the voice-hearing experience include: 
interpretation of the voice(s), confidence at asserting oneself to a powerful 
other; and ways of relating with the voice(s). I have emphasised the 
importance of considering the person as an individual when considering 
intervention and aims of therapy.
While results are promising, there is still scope for further insights and 
improvements in research. Research designs that include adequate reflection 
of participant experience are important in detecting subtle treatment effects. 
More longitudinal work, and studies replicating outcome measures of 
previous experiments, will work towards solidifying the current knowledge 
base. It is an exciting time for CBTp: as a new therapy continues to develop 
and unfold.
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Declaration of position
Past experience informs current views, and I therefore felt it appropriate to 
declare my position by outlining my past and current experiences of clinical 
leadership. In 2005 I worked as a Graduate Mental Health Worker, and was 
heavily involved in trailblazing the service. I was placed in several GP 
surgeries, and often called upon to represent a psychological view in case 
discussions with the GPs. My views were seen as a welcome addition to an 
otherwise medically dominated discussion. Members of staff often 
commented on the value of thinking about cases with staff from a range of 
disciplines.
I experienced organisational change when our service was asked to convert 
to the current Improving Access to Psychological Therapies (lAPT) service. 
This was a challenging time for the team due to confusion and uncertainty 
regarding job roles. I found that keeping in touch with the latest Department 
of Health (DoH) policy papers, nationwide changes, and Best Practice 
guidelines from the British Psychological Society (BPS) were instrumental in 
helping my team and I understand the context of these changes. I 
appreciated the strong leadership exhibited by both managerial and senior 
clinical staff who supported us by keeping us up to date on wider NHS policy, 
as well as modelling new ways of working.
Currently I am on placement as part of my Clinical Psychology doctoral 
training course with a Lead Consultant Psychologist. Part of my supervisor’s 
role is developing services. I have found it very interesting to see her perform 
in her role, as well as reflect on her responsibilities more generally with her.
I plan to write this essay holding in mind the experiences I have had. I intend 
to use these to critically reflect upon whether clinical psychologists are best 
placed to perform clinical leadership positions, and if so, how this is best 
achieved.
Introduction
Healthcare has historically been a medically led profession. However, since 
psychology has become more firmly established as an evidenced-based 
approach to health care (e.g. DoH, 1996), psychologists are increasingly 
looked upon to take on a leadership role within multi-disciplinary teams 
(MDTs). This essay will discuss recent developments in psychology provision 
in Great Britain. It will then take a critical look at the different models of 
leadership and how these might be applied to clinical leadership. Most 
importantly, this essay will reflect on how useful it is for others that 
psychologists are taking up clinical leadership positions.
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Psychological services and the NHS in context
The National Health Service is an extremely large organisation, which prides 
itself on being responsive to the changing needs and demands of its 
‘consumers’. One of its core aims is to provide effective healthcare to the 
British public. In order to do this it has to continuously assess the 
effectiveness of service delivery, and examine more efficient and cost- 
effective ways of providing services. Moreover it is essential for NHS to 
continually respond to external factors, such as most recently the British 
economic crisis, in order to ensure its longevity.
Due to the financial stresses currently affecting most countries, the UK has 
had to increase its efforts to streamline services to balance service delivery 
with increasing financial constraints. As a result of services changing, job 
roles have to be re-defined. Refusal or delay in adapting to these changes 
can potentially be detrimental to the relevant profession as other professions 
are meet the changing needs in their stead.
In recent years clinical psychologists are being asked to take up leadership 
positions in services (BPS, 2007b). This might feel like a radical change to 
some psychologists. It signifies a development in how resources are used in 
order to provide patients^ with an improved standard of healthcare. It also 
reflects an increasing importance placed on psychological approaches in the 
NHS. Papers from the Department of Health such as ‘NHS Psychotherapy 
Services in England: Review of Strategic Policy’ (DoH, 1996) and ‘Treatment 
Choice in Psychological Therapies and Counselling’ (DoH, 2001) have 
cemented the effectiveness of psychological interventions in health and 
social care. These have been utilised as platforms to move from seeing 
psychological treatment as a branch of medical care to a brand of health care 
in its own right.
Psychologists still form a very small proportion of the NHS workforce. 
Llewelyn et al. (2009) recently quoted that there are 1.3 million people in the 
NHS workforce, yet only 6000 of those are psychologists. This is less than 
0.005% of the total workforce. Nonetheless, the number of psychologists 
employed by the NHS is steadily rising, once again reflecting the 
government’s commitment to improving access to psychological therapies. 
However, recent changes in government as well as the current recession 
means that psychologists as a profession need to re-assess how they might
 ^Please note 'patients' and 'clients' will be used to connote NHS service users. When using the term  
'clients', I will be referring to mental health service users, as this is how they are commonly referred 
to in this context. The term 'patients' will be used when referring to all of NHS' consumers.
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best be used by teams, and by the NHS as a whole, to ensure best use of 
the relatively scarce and expensive resource.
Ultimately, psychologists need to continue to prove their value within the 
NHS or run the risk of becoming redundant and replaced with ‘cheaper’ 
alternatives. This in itself is not an unwelcome development. A consideration 
of whether this is a pragmatic solution to the NHS’ financial limitations is 
beyond the scope of this essay. Nonetheless clinical psychologists need to 
move beyond their role as clinicians who predominantly work on an individual 
basis with clients, into a consultancy and managerial role in order to continue 
to demonstrate their worth. The remainder of this essay will explore the 
plausibility and viability of clinical psychologists taking up these positions 
within mental health teams.
Definitions of Leadership
The term ‘leadership’ has a variety of connotations, dependent on context as 
well as audience. To some, leadership can imply an individual who takes sole 
responsibility for making decisions. The implication is that they are believed 
to be the only person who has the skills and ability to ultimately handle a 
situation correctly. They generally arrive at decisions in an authoritarian 
manner, and those who ‘follow’ are expected to do so with little argument. 
This form of leadership is often seen in managerial settings and is helpful 
when a clear and decisive chain of command is necessary.
This essay will be making reference to leadership in a ‘clinical leadership’ 
context. Clinical leadership involves general leadership criteria, but also 
involves a leader to possess particular knowledge and skills attained through 
professional training and experience. It intimates a more informal type of 
leadership than that defined above. Millward and Bryan (2005) give a concise 
definition of leadership as ‘facilitating evidence-based practice and improved 
patient outcomes through local care’. It works on the notion that clinical 
leaders advocate a particular field’s expertise, and assist team members to 
take on board these clinical priorities. This role has historically been occupied 
by the medical profession. However, clinical psychologists are now being 
called upon to move into these positions of leadership too (e.g. BPS, 2007).
In a report for the Department of Health, Lord Darzi placed clinical leadership 
at the centre of efforts to improve quality of care (DoH, 2008). In the paper 
Darzi explains that it is only through a clinician-led NHS that patients are 
going to benefit from a more effective and innovative health service. 
Positions of leadership in this sense are not limited to a single person or 
profession. Instead it is envisaged that clinical leadership across fields will
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complement one another and promote the discovery of imaginative ways to 
meet the NHS’ burgeoning need.
Clinical Leadership in a range of settings
Clinical Psychologists are being asked to take up leadership positions in a 
variety of contexts (BPS, 2007b). This includes multi-disciplinary teams 
where psychological approaches are often under-represented due to a 
predominance of medically trained professionals. Psychologists are seen as 
able to improve the development of care pathways by leading on 
psychological assessment and formulation within teams. Moreover, as senior 
members of teams, clinical psychologists are in a good position to ensure 
quality services and take on clinical governance issues in teams (BPS, 
2010).
On a service level, clinical psychologists are well placed to apply their 
knowledge of psychology to the perception of the ‘service user and carer 
experience’ to ameliorate the services that patients and their families receive. 
The principle of placing patients’ needs at the forefront of priority re-design is 
central in recent government legislative papers such as ‘Equity and 
Excellence: Liberating the NHS’ (DoH, 2010).
Clinical psychologists are also being encouraged to make contributions at a 
strategic level. As summarised by the Division of Clinical Psychology: 
‘leadership behaviour enables organisations not only to cope with change but 
also to be proactive in shaping the future’ (BPS, 2010, p.1). A recent shift in 
NHS strategy means that clinicians are to be given more power in 
determining NHS guidance and policy. Previously these decisions were 
predominantly made by corporate-style managers. However through the 
dissolution of Primary Care Trusts (PCTs) in the next few years bureaucratic 
roles are being considerably reduced. Instead power is being returned to 
clinicians, as they are seen as the authority on how to best direct services to 
ensure quality and autonomy (DoH, 2010). Organisations such as the Centre 
for Workforce Intelligence (CfWI) have recently been set up to support the 
DoH in informing decisions about national guidance on healthcare issues 
using the views of clinicians, staff, and the public. It is therefore a timely shift 
by the BPS to promote clinical leadership among its members. This will 
ensure that psychological approaches are fully represented in the changing 
healthcare system.
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Leadership Models and Theory
Contingency theorists state that the best leadership style is based on the 
situation that the leader finds themselves in. Dependent on whether fast 
decisions need to be made, whether the leader needs the entire team behind 
a decision, or whether the leader needs to generate creativity or 
independence within a team all impact the effectiveness of any given 
leadership style.
There are several models of leadership that can be considered when 
assessing which leadership model might be most appropriate for 
psychologists to adopt within teams. Mind Tools (2006) differentiated several 
different leadership styles and outlined the situations in which those styles 
would be most effective. The most relevant models to clinical leadership are 
detailed below.
Transactional leadership-
This is a traditional overt leadership style in which people, due to contractual 
obligations, are obliged to follow formal lead figures. It is used in most 
organisations today, and is effective in ensuring day-to-day running of 
businesses. In truth, it has more parallels to a management style than a 
leadership style. It has limitations for creative or knowledge-based work as 
this style of leadership can be experienced as restrictive to ‘followers’.
Transformational leadership-
Transformational leaders consistently inspire others with a shared vision of 
the future. They are highly visible and accessible leaders, and typically 
possess strong communication skills in order to motivate others with their 
enthusiasm. They do not necessarily need to be formal leaders of a team, 
and instead exert general influence through generating or invigorating shared 
hopes and goals for their service or business. This type of leadership focuses 
more on generalised change and is often future-oriented, rather than looking 
at daily operational matters. Thus a transformational leader requires support 
from those who can manage the more detailed operational elements.
People-oriented leadership-
This type of leadership is the opposite of task-focussed leadership in that the 
leader focuses entirely on the needs of the team members by supporting and 
organising them, as well as by developing their skills. It encourages 
participation, and can be very effective in encouraging effective and 
collaborative team-working.
When considering real-life situations, one can start to see that any one of 
these models have obvious flaws and weak areas. Despite this, the
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transformational approach has often been found to be highly effective (Mind 
Tools, 2006). Good leaders often instinctively switch between various modes 
dependent on the people they lead and the work that needs to be done. They 
assert that trust is key to the process of leadership.
French and Raven (1960) explored different ways that people can exert 
power and influence. Their theory is frequently applied to models of 
leadership and consultation. These areas often aim for the person to 
demonstrate power in order to exert influence over others. People are often 
drawn to those who appear powerful, and allow themselves to be lead by 
them. Nonetheless people are seen to have power for a number of reasons. 
For instance they could have ‘coercive power’ which means they are able to 
force someone to do something against their will. Alternatively they could 
make people do things by offering them something in return as a reward, 
which is referred to as ‘reward power’. ‘Legitimate power’ is gained by a 
person’s more senior role or position. ‘Referent power’ is the power gained 
through someone’s perceived worthiness and right to respect from others. 
Finally, ‘expert power’ refers to that held by a person who possesses 
specialist knowledge that others do not. Once again, these different methods 
of influencing others have different outcomes in terms of the way that the 
‘influencer’ and the ‘influenced’ relate to one another. This is important to 
consider when deciding which style is most appropriate to adopt. However 
this can only be determined when one’s aims of leadership and influencing 
are clarified.
What are the benefits for taking up leadership roles?
When trying to establish which models and approaches would most 
appropriately be adopted by psychologists, it seems to negate the simple 
question Why should they?'. What would a clinical psychologist hope to 
achieve from taking up this role, and how would they measure whether or not 
they were achieving what they had set out to do? Without outlining the 
intended result it remains difficult to speculate on what methods 
psychologists can use to achieve their objectives.
From a client’s perspective
Darzi placed patient experience at the forefront of decision making regarding 
NHS policy and reform (DoH, 2008). This paper stated that clinical leadership 
was the way to develop the NHS into a more efficient and tailored service. 
Clinical leaders are more able to see which changes are needed to services 
compared to managerial staff. Thus encouraging clinical leadership can help 
to ensure quality and choice for patients. I worked in a CAMHS team where
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members of staff exhibited strong clinical leadership and had good working 
links with managerial staff. They had recently moved venue and acquired a 
new building which had brilliant facilities that allowed the team to offer family 
therapy, host multi-disciplinary meetings and training sessions, and had large 
therapy rooms that could comfortably hold the child and their family. Another 
CAMHS team did not have strong working links with the Primary Care Trust 
they were attached to. Needless to say their new venue was less than ideal 
and had a serious impact on team morale, as well as the services they were 
able to offer clients. This reflection hopefully demonstrates how directly 
clinical leadership can immediately benefit client experience.
From an organisational perspective
On an organisational level, the NHS is calling for senior clinicians across 
health and social care professions to become clinical leaders and utilise their 
experience-based knowledge to contribute to the development of the NHS 
(DoH, 2008). In this case, French and Raven's (1960) assertions of expert 
power suggest that psychologists would find it easy to adopt leadership 
positions due to the specialist knowledge they hold. Clinical psychologists are 
being given the opportunity to be directly involved with ensuring that quality 
of care for patients is sustained despite the significant reductions in 
resources available to healthcare. McKinsey and the London School of 
Economics assessed 126 hospitals across the UK and found that clinical 
leadership in management was associated with lower rates of infection, lower 
readmission rates, more satisfied patients, more productive staff, and better 
financial margins (Castro et al., 2008). Mountford (2009) concisely stated that 
‘leadership and management go hand in hand: leaders decide what to do, 
good managers do it well'. There are no other professions except 
psychologists themselves who know about the best ways in which to deliver 
psychological services. It could therefore be seen as an obligation the 
profession has to the British public that we take the opportunity that is being 
offered to make significant contributions to the delivery of good healthcare.
From a professional perspective
Relative to the medical profession, the psychology profession is still in its 
infancy. Psychologists make up less than 1% of staff employed by the NHS. 
Yet in order to develop as a profession, it is imperative that psychologists 
take this opportunity to become a leading authority on future care-pathways 
for clients. Psychologists need to begin to rely on their own structures of 
leadership to advocate their skills, rather than expecting managers and 
directors to implicitly be aware of the efficacy of various psychological 
approaches. The BPS, in a future-oriented move, has recently included 
‘leadership’ as a key competence alongside clinical competences in job
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descriptions. Furthermore, leadership training has also recently been 
included as a requirement for any UK clinical psychology doctorate 
programmes (BPS, 2007a). Offering the NHS clinical consultation and 
leadership on an organisational level cements psychology as a core 
intervention for a wide range of physical and emotional conditions, and 
thereby ensures future security, as well as growth and expansion, for the field 
of psychology.
From an MDTperspective
As part of a clinical team, psychologists are important in helping other 
professionals think in a psychological way about clients. Personal experience 
tells me that psychiatrists and mental health nurses welcome the opportunity 
to develop their formulation and intervention skills through joint working and 
case discussions about clients. These skills are often under-taught in their 
qualifying courses, and thus it often falls to the team psychologist to 
encourage their medical model colleagues to think more psychologically. This 
is by no means a uni-directional process, but instead is part of a wider 
sharing of experiences from a range of disciplines. Working in an MDT 
setting is part of a wider NHS initiative to improve patient care. It promotes 
the sharing of ideas and pooling of resources when caring for the patients. A 
common concern for a psychologist becoming a more vocal, and thus 
potentially more influential part of the team, might be one of “too many 
chiefs”. However, if done correctly, shared leadership can only ameliorate 
patient care. In a recent New Ways of Working report for psychiatrists (DoH, 
2007), clinical psychologists were called upon to take a stronger clinical 
leadership role within mental health teams. This further emphasises the 
assertion that MDTs stand to gain from psychologists taking on a clinical 
leadership role.
Giordano (2010) emphasised the helpfulness of clinical leaders in the NHS 
model. They are able to provide an interface between the clinical team and 
senior management, and can translate ideas to and from the team. In the 
past senior management has often felt very distant to ground-level staff, and 
it can therefore prove useful to re-instigate shared understanding and values 
between the two parties. Clinical leaders can do this by helping board 
members to understand the challenges that clinical staff face as well as 
resources that are necessary. In addition psychologists can motivate 
clinicians to meet targets by disseminating information about national 
guidelines and broader issues that may affect changes in policies.
From a personal and professional development perspective
It is imperative that psychologists continue to develop their skills as clinicians,
but remain conscious that they work within a wider context. For an
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individual’s own personal and professional development (PPD) psychologists 
would greatly benefit from the transferrable skills that leadership can offer 
them in their clinical work. In later sections I will draw on the parallels 
between leadership within a team and working clinically with individuals and 
systems.
Why would psychologists make good clinical leaders?
Llewwelyn et al. (2009) assert that Clinical Psychology does not have the 
same numerical, political, or cultural power that medical professions have. 
However, the current climate of change and drive to use clinicians as leaders 
means psychologists are being given an excellent opportunity to develop 
their ability to influence health and social care. Psychologists have many 
transferable skills that could be easily applied to working with colleagues in a 
variety of settings.
Psychologists are trained to help create meaning for clients; to help them 
make sense of their circumstances and difficulties. Similarly in a leadership 
position, psychologists will be able to use transferable skills to help staff 
understand organisational changes, what the implications of those changes 
are, as well as help the team understand the context that they find 
themselves in.
Leadership requires a high level of emotional intelligence in order to 
understand other colleagues, and it requires a leader to be conscious of the 
effect they have on a dynamic. Psychologists can use their high levels of 
emotional intelligence when facilitating multi-disciplinary meetings as well as 
board meetings between clinical and managerial staff. Psychologists are well 
able to help people identify commonalities and shared goals, and it is these 
qualities that make a good leader. Their training in systemic approaches is 
easily applicable to leading teams, as well as helpful when reflecting on a 
psychologist’s team as part of a larger system.
As change and development is high on the agenda for the NHS, a 
transformational leadership style would be appropriate for clinical 
psychologists to develop. Certainly psychologists are well aware of ‘normal’ 
psychological processes regarding change and transition and knowledge of 
this is very useful when helping teams to re-frame difficulties they come up 
against. Moreover, by the nature of the clinical work psychologists do, they 
are well able to be reflexive in complex situations. This is a valuable skill and 
one that can be made use of when needing to respond flexibly to fast 
changing team dynamics.
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When considering which model would be most helpful for psychologists to 
use as a guide for developing a leadership role, it becomes hard to define 
one as the ideal. In truth these models are helpful as guides only, but 
ultimately noone can have identical ‘leadership profiles' as they would simply 
not present as genuine. Therefore an authentic transformational approach 
might be the most useful model to consider when developing one's own 
leadership style and incorporating it with one’s personal characteristics.
Clinical leaders are most likely to be senior professionals in their fields. 
Therefore according to French and Raven’s five forms of power (1960), 
expert power and leading by example are most effective ways for clinical 
psychologists to exert and sustain influence within their team. It is therefore 
not a large chasm to jump for psychologists to move into an informal position 
of leadership, as most likely they are using these modes of influence to their 
advantage within teams already.
Why might psychologists not make good clinical leaders?
When considering an argument, it is imperative that the possible objections 
are also considered. In this case; why would psychologists not make good 
leaders?
Giordano (2010) performed a survey of medics and asked their attitudes 
towards taking up leadership roles. A large proportion of respondents 
mentioned experiencing a sense of loss at being made to shed their identity 
as clinicians. It is likely that this is a theme that many psychologists have 
experienced also. Training is often heavily geared towards developing clinical 
skills, and there is no well-defined and respected career path for those with a 
desire to take on formal leadership roles. Often one might hear that those 
who go from clinical to formal leadership roles have ‘gone over to the dark 
side’ as they are seen to be pursuing financial rewards rather than following 
their vocation. This attitude is perhaps not so heavily imbedded as in other 
professions, yet still exists.
It is also important to consider individual differences. Much of the leadership 
literature states that leadership styles are based on genuine and transparent 
personalities that have a desire to share goals and values with others. It is 
implied that they have a confidence that instils itself in others. As with any 
profession, psychologists have a range of personalities, and some may feel 
more comfortable in positions of leadership than others. It is important for 
psychologists as a profession to take a unified approach to changes in job 
roles. However it should be remembered that opportunities of demonstrating
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leadership may be quite varied and fall anywhere along forma I-informa I and 
subtle-overt spectrums.
What are the next steps?
The wheels are already in motion to start shifting out-dated beliefs that 
clinicians might hold about what it means to hold a clinical leadership 
position. The BPS are periodically distributing literature to its members about 
how to develop leadership skills (e.g. BPS, 2010). ‘Making heroes’ of clinical 
leaders might help clinicians to see that it is possible to hold both a clinical 
and leadership role, and make this transition seem more accessible to them. 
Lord Darzi is a good example of a medic who is able to significantly 
contribute to national priorities in healthcare but also still values his clinical 
work in the hospitals with patients.
A clearer understanding of the proven benefits of clinical leadership might 
also be helpful to instil confidence in the new healthcare reform. Despite the 
DoH documents being very informative, it contained a notable lack of clinical 
evidence despite this being accessible elsewhere. Therefore more can be 
done to motivate and educate psychologists in this area.
Conclusions
Recent developments mean that clinical psychology is going through a very 
exciting time. More than ever clinical psychologists are asked to work 
dynamically in an effort to reach a greater amount of people. Statistics show 
that the profession is growing at a steady rate, and this reflects the 
recognition the NHS has for the benefits of clinical psychologists.
As the structure of the NHS evolves, so must all the professions employed by 
them. Clinical psychologists are well able to use their transferable skills as 
clinicians to lead teams clinically. Due to the expert knowledge they possess 
they are also well placed to provide consultancy to managers who 
themselves have little experience of working directly in services. Using an 
authentic transformational approach to leadership, clinical psychologists can 
support their teams to weather the changes in the NHS and hopefully 
become stronger and more effective teams as a result.
There are many advantages to psychologists taking up clinical leadership 
positions, experienced on a number of different levels. In order to make the 
most of these potential benefits, psychologists need to embrace their new 
roles and proudly take on this new challenge.
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INTRODUCTION
Roughly six months ago I started my training to become a Trainee Clinical 
Psychologist. My first assignment was a piece of group work in my Personal 
and Professional Development (PPD) group. We were assigned a PPD group 
in the first week of the course, and had therefore not yet had much chance to 
get to know one another. The assignment was to deliver a joint presentation 
titled The Relationship to Change'. Little more guidance was provided for this 
task. We had two months to prepare this presentation. The following 
reflective account discusses my experiences of this group task, reflections on 
my skills and weaknesses of working within a group, and what implications 
these have on my work as a therapist.
DEVELOPMENT OF A GROUP IDENTITY
Trainees were assigned to each group at random. However, the group to 
which I was assigned was to an extent self-selected. People in this group had 
volunteered to stay later on Mondays in order to be able to start later on 
Tuesday mornings. This seemingly minor detail might well have affected the 
type of person opting in to this group, and hence the processes occurring 
within the group. I wonder whether this might have contributed to the ease at 
which our group identity developed.
We soon labelled ourselves ‘the fun group' as we felt that the attitude and 
approach taken by our group to the work was markedly different to most of 
the other groups. Whereas other groups opted to extend their sessions and 
meet in lunch breaks, we opted to be focused and goal oriented within 
sessions. Retrospectively I wonder whether this might have been an 
unconscious effort to differentiate ourselves positively relative to the other 
groups. This might have facilitated the speed at which our group identity 
developed. We all had a vested interest in getting on with one another. Not 
solely because we wanted to pass our assignment, but because we all 
wanted to be judged positively by people whom we would be on a course 
with for the next three years.
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Moreover we were comfortable with doing minimal amounts of additional 
work, feeling collectively comfortable with the dissonance evoked by this. It 
seemed other groups were overloading themselves with the reading of 
numerous papers and pieces of research, and sought comfort from this. Due 
to the new group and rather abstract title, we were placed in a position of 
uncertainty, and individuals as well as groups reacted differently to this. I 
noticed that this ingroup - outgroup difference re-enforced the ‘fun group’ 
label we had attributed to ourselves. I was interested to see this need for a 
group identity, and have noticed this process occur in other groups I have 
come across both in my personal and professional life. I think that having a 
positive group identity motivates people and fosters collaboration. This 
assertion is supported by Brewer (1999) who reviewed research regarding 
ingroup - outgroup attitudes, first attended to by Allport (1954. As cited in 
Brewer, 1999). She explained that positive comparisons on dimensions that 
the group value positively affects the amount to which group members attach 
themselves to their ingroup. This is something I can utilise in my professional 
life when encouraging group cohesion and collaborative working amongst 
multidisciplinary staff.
On reflection, I am curious to what extent all group members were happy with 
this laissez-faire group attitude. I can recall a couple of occasions when 
perhaps there were small challenges made to this new ‘group norm', such as 
the suggestion that we meet for an extra hour after a day at University. This 
was strongly vetoed, and it felt mildly uncomfortable that the relaxed attitude 
had become slightly forced. This has made me wonder about whether group 
attitudes are held by everyone. It seems unlikely that eight people can hold 
the same views all of the time. Alternatively, have certain members with 
stronger views cornered the larger group into adopting this approach? I am 
aware that I was strongly committed to this style of working, as I am very 
keen to retain a good work-life balance. Does this mean I might have been 
one of those responsible for forcing others to work in a way that they were 
not entirely comfortable with? I have in the past been aware that at times I do 
impose my views too strongly, and should take into account that others might
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not be as comfortable as I at taking the casual approach. It is an ongoing 
learning need that I must be mindful of others’ needs within a team to 
optimise group inclusion.
WORKING WITH OTHERS IN A GROUP
I know from past experience that I am most comfortable working 
independently. I welcomed this opportunity to work in a group and reflect on 
my interaction, as I felt this was a good chance to improve my skill in this 
area. Usually I dislike sharing ownership of tasks, as I unconsciously do not 
trust others’ quality of work, which is of course counterproductive in most 
cases! I made concerted efforts to share workloads and step back from 
taking too much ownership of tasks and ideas. Instead I purposefully worked 
with ideas and directions that other people contributed. In the back of my 
mind I was mindful that I thought some of these were unworkable, but stuck 
with them anyway. In most cases I was proved wrong and we had very good 
outcomes. I am glad that this occurred, as it has weakened my inflexibility 
with regards to other people’s ideas. This has obvious ramifications on my 
work as a professional as well. I need to be more mindful of not rejecting 
others’ ideas on the basis that in the first instance they do not appear 
workable to me. This holds for my clinical work too. To be a truly 
collaborative therapist I must validate and work with what the client brings to 
the table. I am now aware that the best work can be done through working 
with people. It is extremely difficult and at times unhelpful to try to force 
people in a specific direction.
Through doing this project I have become aware that I become quite 
frustrated with group work when I feel it is going too slowly. At times it can 
take a very long time to reach a group consensus, particularly when there is 
no clear leader or chair figure. I am unsure what I can do to resolve this as I 
am aware that I could perhaps appear to be quite short and snappy if I were 
to try and move the discussion along. Perhaps I need to practise saying this 
in more tactful ways. Moreover I might be able to encourage agendas with 
times for discussion specified against each point, when I know that a
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particular meeting might become drawn out. I could also model behaviours of 
people I might have recently come across that are particularly good at this. 
As this is a technique I sometimes recommend to clients, I must also invest in 
this approach!
MY ROLE IN THE GROUP
The role I played within the group changed and developed over the two 
months in which this task was completed. In fact, the position that I take in 
group activities in general has subtly changed over the past few years as my 
confidence in group situations has improved. I have always been quite a shy 
person, and it takes some time before I feel confident enough to speak. Even 
then I used to become extremely nervous when having to talk, and would 
often stumble over words if the sentences were at all long. This experience 
has given me great insight into what others with social anxiety feel in similar 
situations, and has helped me to empathise with them.
As the weeks went on I became more confident at contributing to the group. I 
was glad there was an assigned chair who was consistent throughout. She 
was very good, and was able to move on the discussion when necessary. I 
noticed this had a significant impact on my anxiety levels around this. When 
discussing ideas, I also noticed how comfortable and open the atmosphere of 
the group was. It was very easy to make comments and present ideas. I tried 
to figure out what in particular made it feel so. I think predominantly this was 
because there was no sense of competition or hostility in the group. People 
were nodding and smiling whenever anything was said, and I experienced 
that as extremely helpful and supportive. It might seem quite a basic 
observation, but I was impressed by how much this impacted the way I felt 
about contributing to group discussion. This reinforced for me how important 
the core skills of active listening, positive regard and empathie understanding 
(e.g. Egan, 2002) are for increasing others' comfort and ability to speak 
freely. This is obviously particularly relevant when thinking of clinical practice, 
but also when considering working with other professionals in a range of 
different settings.
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MY RELATIONSHIP TO CHANGE
As well as helping me reflect on the processes that occurred within the 
group, this project also helped me to think about my relationship to change. 
In fact, I feel that my life is frequently changing. As a child I often moved 
house and schools, and this restlessness and discomfort at a lack of change 
has pervaded to my adult life. I feel this means that I have a good, if perhaps 
a little dependent, relationship to change.
The commencement of clinical psychology training felt like an obvious 
change to reflect on in the group, and became the focus of our presentation. 
It is something we were all experiencing, and it was extremely helpful to 
realise that others were also struggling with certain aspects of the 
adjustments. This has been identified as a ‘curative factor' by Yalom (1995) 
in group therapies, and was certainly curative of any anxieties I held 
regarding the effects of the course on my personality. It also helped me to 
realise that others were also fearful of their lack of knowledge or skill, and 
that this was a natural reaction. Others have similarly said that the group 
discussions were cathartic in waylaying any fears they previously had held.
The presentation itself was nerve racking, but I believe it is quite telling about 
the bonds created between group members that we all rallied together. We 
were under a lot of stress, and naturally nervous about presenting to the rest 
of our year. Instead of taking out our anxieties on one another we stood 
strong as a unit, and were very supportive of one another.
CONCLUSION
I feel that the problem based learning task has been an extremely useful tool 
in helping me to reflect on my interactions within a group, and helped me to 
identify ways to improve my approach to joint working. This will hopefully 
have positive ramifications on my professional work as I strive to continually 
develop my competency in working as a psychologist. Dyer (As cited in Eifert 
& Forsyth, 2005) stated ‘When you change the way you look at things, the
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things you look at change' (p.13). I feel this succinctly explains the 
importance of working as a reflective practitioner.
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INTRODUCTION
In our second year, our Personal and Professional Learning Development 
(PPLD) groups were tasked to construct a presentation about a family whose 
parents had learning difficulties. We had several angles that the presentation 
could take. The task involved us to work as a group across a number of 
weeks, and required us to narrow down to a particular line of discussion, and 
then to present the final product to the rest of our year group. I believe this 
group task was intended to help us further reflect on group processes. 
Specifically the task allowed us to observe how we interacted within the 
group as well as how we personally responded to ‘the group'. Experiential 
learning such as this allows us to reflect more generally on our professional 
practice when working with, and in, groups of professionals. This reflective 
account will discuss my personal experiences of the task and the conclusions 
I can draw about both my personal strengths and learning needs. It will also 
help me think more generally about my professional practice and working 
with others.
The PPLD group I belong to is made up of seven other female trainees in my 
year. I am good friends with a large proportion of this group and socialise 
with them outside of university. I also have good rapports with the remaining 
members of the group. Historically we have always labelled ourselves as the 
‘fun' and ‘laid-back' group, as this is how we view ourselves relative to the 
other PPLD groups in our year. Unlike other groups we have not had any 
divisions of opinion, or conflicts we have needed to weather, within the group. 
At times I wonder whether we are yet to go through the ‘storming' phase 
(Tuckman, 1965) and are still being too compliant with one another. Yet 
perhaps as we have developed friendships outside of the group, this has 
circumnavigated the storming phase: our communication styles and 
expectations of the others were already established. This might therefore 
have facilitated us moving towards the ‘norming' and ‘performing' stages of 
group development.
THE TASK
The group based task was built around a fictitious family whose parents had 
learning difficulties. The mother already had a daughter from a previous 
relationship who had been taken into care as the parents had been unable to 
meet her child's needs. The current couple had two young children. Social 
Services were involved and were considering also taking these children into 
care. The vignette mentioned various contextual factors such as the father 
being at times verbally and physically abusive towards the mother, as well as 
consuming considerable amounts of alcohol. Furthermore there were
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supportive maternal grandparents who were willing to take on caring 
responsibilities. They were also active members of a local church.
There were many lines of enquiry we felt we could pursue. These led us into 
interesting ethical discussions on the rights of the parents, the grandparents, 
and the children, as well as how they might experience the process they 
were involved in. There was an overall sense that these vulnerable groups 
would easily feel disempowered and impotent when not able to communicate 
effectively with professionals, or read and understand documents and jargon.
I found this discussion extremely useful in helping me reflect on past clients I 
have worked with, and how difficult it might have been for them to 
communicate their views and needs. I am a well-educated and intellectually 
and physically able individual, and can relate to other professionals who 
overestimate some people's capacity to understand written and spoken 
information. The choice of vignette was great in that it reemphasised to me 
the importance of thinking in a person-centred way about people, in this 
instance those with learning difficulties. It also reminded me to be mindful of 
individuals in the wider system whose views might go unheard, such as 
young children and grandparents.
ME AS CHAIR
The first task we set ourselves as a group was to assign the roles of chair 
and scribe. We felt it would be most useful to have both roles consistent 
across the whole task, as this would help meetings go smoother. No member 
of the group was willing to nominate themselves, which was interesting in 
itself. I wondered whether this was a reaction people felt obliged to make due 
to the ‘culture’ of the group: where being seen as dominating and ‘eager’ was 
not acceptable. Part of me for instance was quite keen to be chair, yet I did 
not acknowledge this to the group. I will discuss later why this was the case.
Nonetheless, I suggested to the group that we decide by playing a big game 
of ‘paper-scissors-stone’. I think I did this in part to inject playfulness into the 
otherwise quite formal group discussions. However I wondered afterwards 
whether one or two members had been happy with me doing this. I think that 
sometimes people do not like my informal style. I have noticed that I often 
employ this strategy when I find I am struggling to tolerate long discussions 
that - to me - are not nearing a conclusion.
Despite instigating the game of paper-scissors-stone, I lost! I was therefore 
nominated as chair across the next six meetings in which we developed our 
project. I had mixed feelings about this. In part I was pleased as the role 
would give me permission to move along discussions under the guise of
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‘chair’. As mentioned above, I can feel myself sometimes getting annoyed 
and impatient when discussions become circular. I therefore felt I would have 
legitimate rights to move on the discussions. It now strikes me as curious that 
I felt the need to have an overt reason for doing this, and would feel 
extremely uncomfortable to do this without express permission from the 
group. In fact, when nominated I also loudly joked they would regret making 
me chair as I ‘transform into a very strict task master when I am chair’. I think 
I said this to prepare them that I become far more directive than they are 
used to from me. I believe I was also hoping to elicit responses from them 
(which I did) saying that that was a good thing and I needed to be like that if I 
was chair as otherwise we were too chatty. It is interesting to think about how 
anxious I was about revealing this side of my personality to the group. I think 
perhaps I represent myself as one of the most ‘laid-back’ and relaxed 
members of the group. Therefore stepping out of that role might leave me 
open to criticism and ridicule as to how genuine that persona was? Even the 
laid-back role I play has the function of encouraging the group to remain light­
hearted and avoid more anxious members of the group escalating worries or 
discussions with problem-talk. I believe that on the whole this is a helpful 
undertaking, yet sometimes I wonder whether I should participate more fully 
in difficult and strained discussions.
As the task progressed, I came to enjoy my role of chair more and more. I felt 
I brought good structure to the discussions and adhered closely to the time 
we had set aside to spend on the task. I would start by summarising our 
progress and then subtly reminding the group how much time we had to work 
with today. We would then determine our targets for the day and the order we 
would do them in. As we went through the meeting I would closely pay 
attention to discussions not drifting too far off the point, as can so easily 
happen. Ten minutes before the end I would remind people of the fact we 
were almost out of time. I would slowly get the group to summarise what we 
had achieved in that meeting and concluded by determining any work that 
needed to be done individually before next time we met. I appreciate that I 
sound very task-oriented, and I guess I am. This is mainly motivated by 
disliking additional time being spent unnecessarily on the task at hand. I find 
it preferable to have more time to myself, or to go for a relaxing coffee with 
my friends afterwards.
TASK V. PROCESS ORIENTED
It is curious that previous to writing this I always ascribed to being more 
process-oriented, where I believed I prioritised establishing trust and good 
working relationships as most important. However thinking about my style as 
chair implies that I am most definitely task-oriented, as I was predominantly
3556476
52
focussed on getting the task accomplished. This was at times at the expense 
of my friendships outside of the group. I particularly remember one incident 
where one of my friends was giggling and I was finding it difficult to bring 
everyone’s attention back to the group discussion as her giggling was quite 
disruptive. After light-heartedly hinting that she should concentrate, I lost my 
cool and told her to stop laughing. I became quite embarrassed by my 
indiscretion, despite others apparently not having noticed my slip up. 
Perhaps this was the slip of my mask that I had been afraid would happen. I 
reproached myself for it for quite some time. However perhaps I need to 
remember it is impossible to be perfect all the time, and being genuine may 
be more desirable than trying to achieve an ideal persona. This is more in 
line with a process-oriented approach, and is also more aligned to my 
personal values. That is not to say I believe I am completely wrong in my 
task-oriented approach to chairing a meeting. Perhaps I can resolve to 
acknowledge a more flexible approach to prevent myself sticking so rigidly to 
roles I believe are expected of me. After all, it is equally possible to move in 
and out of roles without any repercussions being evoked. The British 
Psychological Society (BPS) have recently published literature on clinical 
leadership, encouraging psychologists to rethink their roles within teams. 
They suggest that a flexible (task- and process-oriented) approach to 
leadership is the most desirable leadership style (BPS, 2007).
ONE YEAR ON
It is interesting to reflect on how the group has developed one year on. At the 
start of the first year we were also given a group task to be carried out by our 
PPLD group. Having re-read the reflective account I wrote about this task, it 
becomes easy to see how much the group has developed as a unit in that 
time. In some ways it is easy to think that the group dynamics are still much 
the same as they were a year ago. However, reading my old reflective 
account reminds me of how much we have actually developed as a group. 
There is a less stilted quality to our meetings this year. In my previous 
reflective account I recall writing about awkward silences and people being 
overly concerned about others’ opinions of them. However I no longer get 
this sense when in the group. Discussions flow easier, and members appear 
less apprehensive in offering opinions. I wonder whether over the year we 
have become more trusting of one another, and therefore feel more able to 
make ourselves vulnerable and give our ideas and opinions more freely. 
Alternatively, perhaps we are more aware of others’ beliefs and opinions and 
therefore are more acquainted with the parameters of the group. It could be 
argued that people are no more risk-taking than in the previous year, but now 
know how to safely side-step awkward disagreements. It is hard to say which 
side of these two arguments is accurate, and perhaps classic social
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interaction requires something of the two. Nonetheless my experience of this 
group based task was on the whole more pleasant. The assignment was 
executed smoothly and well within the time allotted. Moreover I was able to 
learn a lot in the process, both regarding the subject matter and subsequently 
reflecting on my experience within the group.
CONCLUSION
The task was very useful in helping me reflect more objectively on processes 
in a group, as well as more specifically on my behaviour within them. 
Becoming more aware of my interaction within groups will help me develop 
professionally. This is obviously a continual process and relies on me 
thinking retrospectively on experiences, and thinking about what I can learn 
from them. I believe that striving towards an ideal is the best way to ensure 
my professional practice remains fresh and focussed, in line with the values I 
hold and consistently refer back to.
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Personal and Professional Learning Discussion 
Group Process Account -  Year 1
Summary:
This process account looks at my experiences of a Personal and 
Professional Learning Discussion Group (PPLDG) across my first year on the 
Clinical Psychology Doctorate program. Seven clinical trainees and I met 
every fortnight and completed several projects, including a group 
presentation and a cultural genogram.
I reflect on my interactions and contributions to the group, and what 
implications this might have on a more general level. I look at both my 
strengths and learning needs, both on a personal level and as a psychologist.
I then continue by taking a closer look at the group processes that occurred, 
and the potential reasons for those. I have tried to apply these reflections to 
professional practice and how I might be able to learn from them. Reflection 
is an important part of working as a clinical psychologist: it ensures I continue 
to strive to work to the best of my abilities.
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Personal and Professional Learning Discussion 
Group Process Account
Summary:
This process account looks at my experiences of a Personal and 
Professional Learning Discussion Group (PPLDG) across my second year on 
the Clinical Psychology Doctorate programme. Seven clinical trainees and I 
met throughout the year for two hourly meetings. At the start of the year we 
completed a Problem based Learning exercise which culminated in a 
presentation to the rest of our year group. Following this we discussed 
papers we had been prescribed by the course team, and also used the time 
to discuss our experiences of training to date
I reflect on my interactions and contributions to the group, and what 
implications this might have on a more general level. I look at both my 
strengths and learning needs, both on a personal level and as a psychologist.
I then continue by taking a closer look at the group processes that occurred, 
and the potential reasons for those. Specifically I look at the theory of group 
dynamics and how group identity and group attachment are important 
components for developing trust and cooperation within a group. I have tried 
to apply these reflections to professional practice and how I might be able to 
learn from them. I have found that reflective practise is an important 
component of developing as a competent clinician and colleague.
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Overview of clinical experience
Working age adults:
I was split across two services for a year’s placement within working age 
adult mental health. In part of the placement I was based within a Community 
Mental Health Team within secondary care. I saw clients who were 
experiencing moderate to severe mental health problems, such as chronic 
depression, bipolar disorder, and various anxiety presentations. I also co­
facilitated a cognitive behaviour therapy (CBT) based group for people 
experiencing obsessive-compulsive disorder (OGD). The modes of therapy I 
used were an integration of CBT, psychodynamic and systemic therapies. A 
particularly rich learning experience was a year’s long piece of 
psychodynamic therapy with a lady with borderline personality disorder, 
which gave me valuable insight into the ways in which the therapeutic 
relationship can be used as a very powerful tool to bring about therapeutic 
change.
I was also based within an Assertive Outreach Team (ACT), which works 
with ‘difficult to engage clients’, who have opted out of regular mental health 
services. These clients typically are experiencing psychosis, and developing 
rapport can be difficult. I worked with several people with schizophrenia and 
bipolar disorder within the community. This placement was particularly 
influential in my thinking on recovery: it helped me reflect on what could be 
thought of as appropriate treatment outcomes based on the values and 
interests of the person in question, rather than solely working towards 
symptom reduction.
Children and Young People:
I worked within a Child and Adolescent Mental Health Service (CAMHS) for 
six months, and had the opportunity to meet children between the ages of 4 
and 17 distressed by various life events. I found it extremely useful to learn 
about the different stages of emotional, social, and cognitive development, 
and how this mapped on to difficulties children and their families were
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presenting with. It was also useful to tailor interventions based on the 
development of the child. In this placement I began to appreciate how family 
narratives of for instance ‘problem behaviour’ and ‘illness’ can exacerbate 
difficulties within the family. Working the whole family system therefore often 
became part of the intervention. I was able to gain experience in novel 
techniques to help engage children such as narrative therapy, books, and 
play. I was also a member of a Solution-Focussed Therapy clinic, which 
showed me the power of strengths-based conversations on bringing about 
change. Finally, my supervisor was a very senior psychologist within the 
area, and conversations with her gave me valuable insight into issues of 
clinical leadership.
Older Adults:
I was split across two teams in this placement. Firstly I was part of an over-65 
inpatient ward within a hospital. The experience gave me insight into the 
challenges of working as a psychologist within a medical setting. The way in 
which the psychology team worked was very different to outpatient settings, 
both because of the acute nature of the presenting difficulties, and the 
uncertainty of how long a person would remain on the ward. My supervisor 
was very psychodynamically and systemically informed, and supervised me 
to bring about some effective psychodynamic interventions. We also carried 
out a joint piece of couple work. Working with the different professions within 
the team, and supporting them to view difficulties in a psychological way was 
sometimes a challenge. To support reflective thinking I helped run a 
fortnightly reflective group for the nurses to attend. This was very popular, 
and a useful experience for me in terms of developing my skills in providing 
supervision and a reflective space.
The other half of my placement was based within a Memory Assessment and 
Treatment service. The clinical work involved using neuro-psychological tests 
and interviews to assess clients for the onset of dementia, in order to support 
a diagnosis and treatment plan. I found the experience of neuro­
psychological testing invaluable, as well as the opportunity to reflect on the
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challenges of working with people and their families who were facing adverse 
life circumstances. I gained a lot of experience at scientifically understanding 
neuro-psychological profiles, and the meanings behind the numerical results, 
as well as feeding back the results of tests in meaningful ways to clients and 
professionals.
Adults with Learning Disabilities
In this placement I was based within the Community Team for People with 
Learning Disabilities (CTPLD). The team took a multi-disciplinary approach, 
and I thus benefitted considerably from close working with different 
professions such as Occupational Therapists, Speech and Language 
Therapists, Social Workers, Community Nurses, and the Psychiatrist. I really 
enjoyed this way of working and feel I developed a strong collaborative style 
through this experience. Due to the nature of the difficulties for a lot of the 
clients cared for by the CTPLD, individual therapeutic work was not always 
possible. As a result I gained considerable experience in a consultative role 
for carers and residential staff. Sharing formulations was an extremely 
important part of intervention, and I received a lot of positive feedback about 
this.
Specialist placement: Looked After and Adopted Children 
In this placement I gained specialist knowledge on the importance of 
attachment, and the consequences of early life experiences of abuse and 
neglect. This placement offered me experience in working with distressed 
children between the ages of 1 and 16, to support them to develop healthy 
attachments to their foster or adoptive families. This was performed through 
individual psychological work, as well as through theraplay (which was 
supervised by a specialist in play therapy). I also provided a considerable 
amount of consultations to carers and social workers, and teachers, about 
how to better understand the child in question. This gave me valuable 
experience in consultation skills, and helped me to think systemically, and 
reflect on the importance of engaging a network in an intervention.
3556476
64
An integrative approach to working with a British  
woman in her forties presenting with a diagnosis o f  
Borderline Personality Disorder and Dysthym ia
Case Report 1 -  Adult Placement 
-Summary- 
Year 1 
May 2010
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URN: 3556476
A integrative approach to working with a British woman  
in her forties presenting with a diagnosis o f Borderline 
Personality Disorder and Dysthymia
Summary:
This Case Report discusses the assessment, formulation and intervention of 
a 44 year old woman diagnosed with Borderline Personality Disorder and 
Dysthymia. As a child she experienced emotional abuse and neglect by her 
parents, primarily her mother. She found it extremely difficult to relate to her 
family or her peers when growing up. As a result she had difficulties in 
managing strong emotions, had chaotic and unstable relationships with 
people, and suffered from low self-esteem.
3556476
66
An extended assessm ent o f a 39 year old man 
with chronic depression
Case Report 2 -  Adult Placement
-Summary-
Year 1
August 2010
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URN: 3556476
An extended assessm ent o f a 39 year old man 
with chronic depression
Summary:
This Case Report discusses the extended assessment of a 39 year old 
White-British man. He had experienced emotional and physical abuse from 
his parents as a child. It was hypothesised that he had consequently 
developed an avoidant insecure attachment style which has had ramifications 
on many areas of his life.
The extended assessment was used to examine this attachment style and 
how this was affecting his ability to recover from depression, as well as the 
quality of interaction with mental health professionals. A formulation of his 
disengagement pattern was formed. Based on this, recommendations for 
treatment were proposed.
It was put forward that Mark might benefit from attending a group focussing 
on mindfulness and cognitive therapy running in the area. This group is 
specifically designed for people suffering from chronic depression.
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An integrative approach to  working with a 17 year old  
girl w ith Body Dysmorphic Disorder
Case Report 3 -  Child Placement 
-Summary- 
Year 2 
April 2011
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An integrative approach to working w ith a 17 year old  
girl w ith Body Dysmorphic Disorder
Summary:
This case report discusses the formulation and psychological input given to a 
17 year old girl diagnosed with body dysmorphic disorder (BDD). She had 
extreme distorted perception of her appearance, namely her hair, skin, and 
nose. This was most likely a manifestation of her sense of unacceptability 
and beliefs of worthlessness. Her pre-occupations with her appearance had 
significantly impacted her ability to function in social situations, which led her 
to stop seeing friends, or attending College. She had begun to experience 
panic attacks when faced with having to leave her family home. Her 
difficulties had had repercussions on her family's dynamics, which caused 
her further distress.
An integrative approach was used to address Anna's difficulties. Narrative 
techniques were used to improve engagement with therapy, and helped 
Anna to externalise her difficulties. A focus on challenging her cognitions was 
used to destabilise her rigid and dysfunctional beliefs, and allowed her to 
explore alternative ways of viewing situations. A solution-focussed style to 
therapy was consistently used to instil hope and a sense of efficacy at all 
points during the therapeutic work performed together.
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An integrative approach to a woman in her sixties with 
symptoms of post-traumatic stress
Case Report 4 -  Older Adult Placement
-Summary-
Year 2
September 2011
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An integrative approach to a woman in her sixties with 
symptoms of post-traumatic stress
Summary:
This oral case report discusses the formulation and psychological input given to a 68 
year old female, in both an inpatient and community setting. She was admitted to 
the ward following extreme exhaustion which led to a breakdown. Anna cared for 
her terminally ill partner for several months. In this time her partner’s physical, 
mental, and cognitive health declined. Anna did not receive any support from 
services, and the stress of caring for her partner took their toll on her. A week before 
her partner passed away, she was admitted to the inpatient unit, as she could no 
longer look after herself.
The psychological work took an integrative approach to help process the complex 
grief with which Anna presented. She also experienced flashbacks, which were 
treated using a CBT approach. This case report focuses on the psychodynamic 
elements of her treatment, particularly how the therapeutic relationship was used as 
a tool to help Anna process her emotions attached to the loss of her partner.
Through working with Anna it became clear that her experiences in childhood, 
particularly the loss of her mother at an early age, were re-evoked through recent 
events. The trust and safeness generated through the good rapport built between 
therapist and client meant that these issues could be explored fully.
Anna recovered as sessions went on. She returned to the community and 
functioned well, re-joining her social network. She slowly began to experience the 
flashbacks less frequently, and reported feeling more in control of these experiences 
when they did occur. The termination of therapy was handled particularly sensitively, 
and intended to give Anna an experience of a ‘complete and planned’ ending, as 
this is something she had not had at other times in her life.
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A 28 year old man with mild to moderate learning disability 
and Asperger’s syndrome assessed for difficulties with 
memory and executive functioning
Case Report 5 -  Learning Disabilities Placement
-Summary-
Years
May 2012
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A 28 year old man with moderate learning disability and 
Asperger’s syndrome assessed for difficulties with memory 
and executive functioning
Summary:
This case report describes a cognitive assessment conducted with a White- 
British 28 year old man diagnosed with moderate learning disabilities and 
Asperger’s syndrome.
A cognitive assessment was requested to explore whether there were any 
cognitive difficulties that might explain why John had not been able to benefit 
from past therapeutic input for his anger. Professionals working with him also 
sought recommendations on how best to work with him.
The case report examines typical cognitive profiles for people with Asperger’s 
syndrome, and compares this to John’s performance on a range of tests. 
John’s profile only partially matched up to an Asperger’s profile, suggesting 
that a diagnosis of Asperger’s syndrome cannot fully describe John’s 
abilities.
A person-centred approach was taken to describe John’s strengths and 
difficulties, and recommendations were made to professionals based on 
these. An experiential approach in future psychological therapy was 
recommended, rather than psychological work reliant on developing skills 
such as previous CBT input.
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Abstract
Psychological therapies are currently being developed to support those who 
are distressed by hearing voices. This study set out to investigate whether 
skills advocated by CBT and ACT approaches mediate levels of recovery. 
Two constructs of recovery, namely clinical and personal recovery, were 
used to examine whether different mechanisms of change were at play for 
each type of recovery. 150 participants were recruited via internet-based 
charities and organisations focussed on the voice hearing experience. 
Participants were people who actively heard voices, and had done so for at 
least three months. Participants were between the ages of 18 and 65, and 
completed measures online at a single time-point. A correlational design was 
used to test the hypotheses. Seven out of the nine proposed variables 
significantly mediated both relationships when looking at each variable 
individually. The variables proposed by CBT and ACT therapies were found 
to be significant mediators, suggesting these are legitimate intervention 
strategies. However, multiple mediation analyses found that there were 
different ‘mediation profiles’ for each type of recovery. This suggests different 
processes need to be facilitated in order to support people to achieve a more 
holistic recovery. Suggestions for future research were proposed.
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Introduction
The experience of psychosis involves a range of experiences, one of which is 
hearing voices (or ‘auditory hallucinations'). Voice-hearing is associated with 
a range of other nnental health conditions including schizophrenia. Contrary 
to popular belief, hearing voices is not always experienced as distressing. 
Many people who hear voices report feeling comforted by their voices, and 
do not feel their voices interfere with their quality of life (Romme & Escher, 
2000). This project will explore the relationship between hearing voices, 
clinical recovery, and personal recovery. In this paper the term clinical 
recovery refers to symptom remission, whereas ‘personal recovery’ is used to 
refer to leading a meaningful and valued life despite ongoing symptoms.
Overview of the introduction
The introduction will first examine what is understood by hearing voices, 
followed by a brief summary of the main theories that attempt to explain the 
phenomenon. The implications of a clinical, versus a personal, recovery 
approach will then be discussed. Finally two therapeutic approaches used to 
treat psychosis will be considered, namely Cognitive Behaviour Therapy 
(CBT) and Acceptance and Commitment Therapy (ACT). A brief description 
and evidence base for each will be given, before discussing whether each of 
these may or may not bring about therapeutic change based on the use of 
clinical or personal recovery as a treatment outcome. Finally the rationale 
and aims of the study will be outlined.
The phenomenon of hearing voices
Voice hearers describe hearing voices as a very real experience, much like 
hearing a person talk ‘in the real world’. Voices can sound as originating in 
one’s head, or coming from different geographical locations around the 
person. Some people hear one voice, whereas others hear multiple voices. 
Voice identity can also vary: some voices may be that of known people, yet
3556476
77
others may be that of strangers. Voice quality such as clarity, volume, and 
intonation may all vary. Voices may be directed at the person, indirectly talk 
about the hearer’s experience, or talk about subjects totally unrelated to the 
hearer. Hearing voices can last for minutes, or be experienced continuously. 
Moreover, these factors can be changeable for people over time, making 
voice hearing a very fluid experience (as described in e.g. Romme & Escher, 
2000).
Theories of hearing voices
Biological/biochemical theories: The ‘vulnerability-stress’ model (Nuechterlein 
and Dawson, 1984) goes some way to explain the differences in aetiology 
across people diagnosed with schizophrenia. They state that due to 
biological, social, and psychological factors, certain people may be naturally 
more vulnerable to experience voice hearing. However their vulnerability 
does not bring on voice hearing, instead a significantly stressful event is 
necessary to precipitate a voice hearing experience. The threshold of stress 
necessary for this varies depending on the person’s high or low level of 
vulnerability to this stress. This is consistent with many theories of 
schizophrenia, which state that episodes of psychosis often occur following a 
traumatic experience (Read etal., 2005).
A further dominant theory in psychiatry that attempts to shed light on part of 
the hearing voices phenomenon is ‘the dopamine hypothesis’. Kapur (2003) 
proposes that the neurotransmitter dopamine mediates the salience that is 
ascribed to external and internal events, which is believed to be overactive in 
the brains of those who hear voices. There are two main sources of evidence 
for the dopamine hypothesis: firstly dopamine-receptor blocking drugs (i.e. 
antipsychotics) have been found to reduce psychotic symptoms; whereas 
drugs that boost dopamine activity, such as cocaine and amphetamines, can 
trigger psychosis in some people (Kapur, 2003). Nonetheless, the fact that 
only 60% of people typically benefit from antipsychotic medication (NICE,
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2009) suggests there is still a big discrepancy with how much is understood 
about voice hearing, or indeed can be explained, on a neurological level.
Trauma and voice hearing: Psychological theorists argue that neurological 
and biological explanations cannot fully account for the voice hearing 
experience. Read et al. (2005) conducted an extensive review of the 
literature, and found considerable evidence that the majority of adults who 
hear voices have experienced childhood physical or sexual abuse. They 
drew attention to the significant overlap in symptomatology between 
psychosis and post-traumatic stress disorder (PTSD). The diagnostic 
difference rests predominantly on whether a clinician has identified a 
significantly traumatic experience that ‘justifies’ a diagnosis of PTSD. If a 
trauma is not reported or identified, yet people report hearing voices, they are 
more likely to be labelled psychotic. Read et al. (2005) collated various 
research findings that suggest childhood trauma affects neurological 
development. This can result in these children becoming over-reactive to 
stress stimuli, and less able to employ effective coping strategies.
Read et al. (2005) also summarise research showing that hallucinations are a 
consequence of faulty ‘source monitoring’: where the origin of a hallucination 
is believed to be external to the person themselves. They argue that 
attributing hallucinations to an external agent is an adaptive response to 
trauma memories. It may be less threatening to experience derogatory 
commentary about themselves and their lives as external in source, rather 
than to consciously re-live the actual trauma in their internal world (see Read 
et al., 2005, for a full review).
Hearing voices on a continuum in the human experience: Assumptions are 
often made that hearing voices is a distinctive feature of a mental illness. The 
DSM-IV (American Psychiatric Association, APA, 1994) states that the 
presence of voice hearing, or ‘auditory hallucinations’, is characteristic of 
schizophrenia, as well as other forms of psychoses. However, Bentall (2010) 
argues that the biological approach of classification according to symptom
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clusters, rather than considering the origin of the experience, is counter­
intuitive in addressing mental health problems.
In recent years, researchers have started to argue for the normalisation of 
the voice hearing experience following feedback from people with lived 
experience. Voice hearing is increasingly being seen as an experience that 
exists on a continuum, where biological, social, cultural, and psychological 
factors play a part in determining whether a person experiences their voices 
as distressing (Johns & van Os, 2001). Romme and Escher (2000) published 
results from an extensive nationwide survey in the Netherlands. They found 
that hearing voices was a much more common phenomenon than they had 
previously anticipated: their data found that 10% of their sample population 
had heard voices at some point in their lives. Their results supported Tien's 
(1991) findings that 10-15% of people may experience hallucinations in their 
lifetime. Johns and van Os (2001) studied data from a UK community survey 
and assessed to what extent hallucinatory experiences were associated with 
mental health problems. They found that only 11 percent of White people, 
and 2 percent of Caribbean people who reported a hallucinatory experience, 
claimed to have been given a diagnosis, or were receiving treatment for, 
psychosis. This implies that at least 89 percent of their sample had not 
identified or sought support for their hallucinatory experiences. The research 
supports the notion that the majority of people who hear voices are not 
diagnosed as being mentally ill, and instead continue to function well 
independent of mental health services.
Romme and Escher (2000) purported that hearing voices was not necessarily 
a negative experience, and some instead found their voices to be reassuring, 
consoling and supportive. Hearing voices therefore does not necessarily 
indicate the presence of a mental illness. Instead hearing voices could be 
seen as on a continuum with normality. It is commonly accepted that children 
sometimes have ‘imaginary friends', and people mistakenly think someone 
has said something when they have not. Controlled laboratory experiments 
have also demonstrated that healthy participants can be induced to hear a
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sound or see something which was not there (Slade & Bentall, 1988), 
suggesting everyone has a propensity to hallucinate.
Chin et al. (2009) conducted interviews with ten people recruited through 
mental health services in the UK. They were approached by the researchers 
based on the fact that they had been hearing voices for at least one year, 
and were considered by professionals working with them as potentially willing 
to take part. The researchers used a semi-structured interview format. They 
found that some interviewees described an awareness of a union with the 
voice, which for some provided a close relationship that they would otherwise 
not have had anywhere else. It was acknowledged by some of the 
interviewees that voices would be missed if they were no longer there. 
Aiming to rid people of voices that provide an important coping function might 
well be to the detriment of the voice hearer, and therefore unethical. This has 
been demonstrated in a meta-analysis by Wykes et al. (2008) who found a 
worsening in hopelessness when positive symptoms, such as voices, 
reduced. This could potentially be because the voice served a protective 
function, and was used as a coping resource.
As this paper addresses the issue of distress as a consequence of hearing 
voices, from here on in when referring to people who hear voices we will be 
referring to those people who hear voices and suffer distress. The fact that 
this is a small proportion of the total number of people who have heard 
voices suggests it is possible to move from having an impairment while 
hearing voices to having no impairment yet still hear voices.
Traditional treatment aims: Remission of symptoms and ‘clinical 
recovery’
Emil Kraepelin, a German psychiatrist in the nineteenth Century, is now often 
referred to as the pioneer of modern psychiatry. He was the first to start 
categorising mental disorders into syndromes. His method of classification 
has formed the basis for the diagnostic classification systems used today.
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such as the APA’s DSM-IV. Kraepelin believed that all mental health 
‘diseases’ originated from genetic and biological malfunctions, rather than 
being psychosocial in causation. Kraepelin's biological explanations of 
mental illness remain a dominant narrative in psychiatry today.
The belief that illnesses such as schizophrenia have a biological basis has 
led to a belief that they can therefore be resolved by treating symptoms with 
medication. Current government guidelines recommend medication as the 
first-line treatment for this disorder, despite up to 40% still responding poorly 
to the drugs (NICE, 2009). The guidelines also support the implementation of 
individual Cognitive Behavioural Therapy (CBT) as well other interventions 
such as family work to supplement the pharmaceutical intervention (NICE, 
2009). Farhall et al. (2007) reviewed literature examining the coping 
techniques ‘naturally’ developed and acquired by voice hearers. They 
maintain that supporting people to develop coping strategies (a central goal 
for most therapies) is valid, as it bolsters effects already observed to occur 
naturally. Yet treatment success still remains very low, particularly relative to 
other mental health conditions such as depression and anxiety.
Bentall (2010) writes convincingly with regards to the medical approach in the 
treatment of psychoses, which strives to reduce or extinguish symptoms. 
Bentall (2010) states that the approach’s assumption that people with mental 
illness have abnormal brains, relative to those of ‘healthy’ individuals, is not 
well supported by empirical evidence [See Bentall (2010) for a fuller 
discussion]. Continuing on from this, Bentall asserts that the practice of 
diagnosing as a means of determining treatment is simply ineffectual. This 
process does not take into account an individual’s personal history and social 
context, and therefore cannot effectively prescribe an appropriate treatment 
for the individual without taking these other factors into consideration. The 
overlap of many diagnostic categories, such as that of PTSD and 
schizophrenia described in an earlier section, suggests that the diagnostic 
process is less absolute than may at first be believed. As the margin for error 
becomes more obvious, the need to diagnose diminishes. For this reason.
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this current study plans to focus on the symptom of voice hearing, rather than 
a diagnostic category such as schizophrenia. Auditory hallucinations, such as 
voice hearing, can feature in many diagnostic categories, including bipolar 
disorder and PTSD, but can also be observed following sleep deprivation, 
induced through the use of recreational drugs, as well as with no apparent 
trigger. It was therefore thought that limiting observations to a single 
diagnostic grouping would be to the detriment of the quality of this study.
Bentall (2010) reasons that diagnoses are socially constructed categories 
made up of ‘complaint clusters', which are only of benefit to medical 
professionals. Diagnoses can be considered a language for medics, which 
facilitate communication between professionals to help them understand 
some of the difficulties a person is presenting with. The usefulness of this in 
terms of saving time is obvious. However it appears that over time it has led 
to a short-hand that has been detrimental to seeing the person beyond the 
cluster of symptoms.
To further expand, the illness model implies a presence of symptoms. 
Therefore an absence of illness will be recognised by an absence of 
‘symptoms’. Many of the studies used to rate effectiveness of treatment have 
traditionally judged recovery in clinical terms, namely by the remission of 
symptoms such as frequency of voice hearing. This de-contextualised 
method of measuring a person’s recovery to health has guided the 
predominant approach to psychoses. The rest of this paper will refer to this 
traditional medical approach of symptom remission as ‘clinical recovery’.
The clinical settings in which development of psychological treatment has 
largely occurred has somewhat influenced the direction of refinements in 
therapies. It can, for instance, be postulated that the proportion of research 
funded or supported by the NHS is guided by cost-effectiveness, such as 
reducing hospital admissions and establishing the minimum input required 
from professionals. This is understandable when considering the perspective 
of a healthcare system with limited resources. Thus outcome measures may
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well be chosen based on the values held by those motivated to fund or carry 
out the research.
It is also important to be mindful of the ‘landscape’ of research 
advancements. Studies measuring the effectiveness of psychological 
interventions for psychosis in the UK predominantly recruited participants 
from Community Mental Health Teams (CMHTs). People recruited to these 
studies represent a specific population sample: researchers selected clients 
from teams whom they thought would be amenable to therapy; they had 
opted in to the treatment; were at least 18 years old; and often were required 
to have been on stable medication for at least three to six months. 
Conclusions drawn from this subsection of voice hearers cannot necessarily 
be generalised to the rest of the voice hearing population.
It is understandable that treatment guidelines tend to rely on quantifiable 
outcome measures to evaluate clinical interventions. In the modern days of 
healthcare and clinical governance, interventions require a proven track- 
record to support the financial backing for its continued implementation in 
health services. It is reasonable to have such benchmarks for measuring 
effectiveness, and in the absence of other approaches, this illness versus 
remission dichotomy has continued to propagate the medicalised view to 
treatment goals for hearing voices.
A ‘personal recovery’ approach
Davidson and Roe (2007) suggest that having symptoms of ‘mental illness’ 
does not necessarily equate to poor functioning, nor does having no 
symptoms of mental illness translate to good functioning. In recent years, 
those with lived experience have been given a voice to help re-define what is 
meant by recovery. In 2005 the Department of Health (DoH) released a 
guiding paper on the concept of ‘recovery’, which defined recovery as 
follows:
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Recovery is what people experience themselves as they 
become empowered to manage their lives in a manner that 
allows them to achieve a fulfilling, meaningful life, and a 
contributing positive sense of belonging in their communities 
(NIMHE, 2005, p.1)
This definition emphasises the personally constructed nature of one's 
recovery, and is therefore outside the parameters of standardised outcome 
measures. Nevertheless, attempts have been made to develop outcome 
measures for this concept of recovery. Corrigan at a i (2004) identified five 
factors important in recovery: personal confidence and hope; willingness to 
ask for help; goal and success orientation; reliance on others; and no 
domination of symptoms. Notably this study identified hope, a future-oriented 
quality, as likely to be an essential element of recovery. The definition, and 
identified factors, emphasise the importance in recognising the individual’s 
journey of recovery. Recovery for the individual can, but does not 
necessarily, equate with outcomes dictated by the medical model.
Borg and Davidson (2007) emphasised the importance of viewing ‘recovery’ 
contextually within ‘everyday life’, rather than as a phenomenon directly 
relating to an abatement of illness. They explained that ‘recovery’ is 
connected to factors such as the person’s social and occupational 
environment, their culture, their age, and their gender. They set out to 
explore this further by using a narrative phenomenological approach to elicit 
information about participants’ experiences. They interviewed thirteen people 
who considered themselves as being in recovery, or having recovered, from 
serious mental illness. Their social backgrounds, their experiences of mental 
illness, and the support they had received, were diverse in nature. The 
researchers used a focus group of people with lived experience to help 
analyse the interview transcripts, and identified four major themes. The first 
theme was ‘being normal’, and involved the achievement of executing 
everyday tasks usually taken for granted, such as doing the food shopping 
and paying bills. It also encapsulated the importance of fulfilling personal
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roles such as being a mother, or an employee, and being part of a 
community. The second theme identified was ‘just doing it', which involved 
active attempts by the person to break out of cycles of their illness, such as 
depression. It described hopeful and goal-driven acts by the individual to 
enhance their own psychological wellbeing. The third theme was described 
as ‘making life easier’, and encompassed being able to accept help from 
others, such as professionals and friends to support them with their recovery. 
The final theme was labelled ‘being good to yourself and involved treating 
themselves well, and keeping healthy. It also involved caring for those 
around them, and being able to reciprocate with love and care the support 
they had received from others. This construct of recovery will now be referred 
to as ‘personal recovery’ throughout the rest of this paper.
Noticeably, few of the themes identified by Borg and Davidson (2007) have 
anything specifically to do with participants’ mental illness. Instead they 
described a common human struggle that many others not experiencing 
serious mental illness also face. Moreover, Borg and Davidson (2007) point 
out that their data suggests that normal environments and activities are most 
restorative, in contrast to mental health settings, which once again 
emphasises the crucial social aspect of recovery.
Implications of shifting approaches towards ‘personal recovery’
The most empirically supported psychological intervention for people with 
psychosis is arguably CBT (Arch & Craske, 2008). NICE guidelines 
recommend this treatment, stating that the most robust research evidence 
currently favours CBT over other therapeutic interventions. Randomised 
Controlled Trials (RCTs) are the predominant source for this guidance: this 
type of evidence being considered the ‘gold-standard’ in research design by 
NICE. RCTs look for measurable outcomes to ascertain therapeutic 
effectiveness. Crucially, the choice of research question and corresponding 
outcome measures, vis-a-vis what the nature of the improvement is, have a 
significant bearing on whether the intervention is considered effective. Thus
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outcome measures fundamentally influence the resulting conclusions that are 
drawn. Many RCTs have only used outcome measures relating to medical 
constructs of recovery, and few look closely at changes in quality of life. As 
the psychology community begin to shift in their understanding of what is felt 
to be important in recovery, i.e. moving towards a more person-centred 
construct of ‘recovery’, it seems necessary to re-assess the judgments of 
success of current psychological treatments based on these RCTs, as 
proposed by for instance Arch and Craske (2008).
This paper concentrates particularly on two therapeutic interventions, namely 
Cognitive Behavioural Therapy for psychosis (CBTp) and Acceptance and 
Commitment Therapy for psychosis (ACTp). This is not accidental. CBTp, as 
mentioned already, is currently the main psychological intervention 
recommended for people distressed by voices. Meanwhile with continuing 
developments in psychological approaches, the psychology community is 
beginning to explore interventions incorporating mindfulness and acceptance 
within therapies. ACT is one of these approaches, and actively focuses on 
personal recovery-oriented practice when working with clients and their 
difficulties. CBT on the other hand more directly concentrates on reducing 
symptoms, and anticipates that through doing this the person’s mental 
wellbeing will improve simultaneously.
CBTp for voice hearing
Beliefs about voices
CBT gained popularity in the 1980s, and is the integration of behavioural and 
cognitive approaches to therapy. Behavioural and cognitive approaches 
found common ground due to similar foci on ‘the here-and-now’ and 
alleviation of presenting symptoms, as well as endorsing people’s ability to 
manage their symptoms themselves by developing new coping strategies. 
Formulation is often characterised by identifying an event (A); thoughts 
resulting from that event, namely the individual’s interpretation (B); and the 
consequence, which can include both affective and behavioural responses
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(C). Interventions based on this formulation can include behavioural 
interventions (in-vivo experiments), cognitive interventions (cognitive re­
structuring) or a combination of both (such as guided imagined in-vivo 
experiments).
CBT has been applied to many clinical and non-clinical populations, and has 
established a credible evidence base for its effectiveness (NICE, 2009). 
Moreover adaptations of CBT have been found to work well to support 
people to deal with a variety of mental health difficulties, and are now 
included in the main recommendations for treatment in many NICE 
guidelines. As previously mentioned, CBTp is currently the recommended 
psychological intervention for people distressed by voices.
Chadwick et al. (1996) are credited by many as being one of the first to adapt 
CBT to treat people experiencing psychosis. Chadwick et al. (1996) 
suggested that hearing the voice should be formulated as ‘the event’ (A), 
rather than a focus for change in itself. Instead the person’s interpretation of 
‘the event’ should be addressed, namely the meaning the person attaches to 
the voice and its contents (B). The emotional experience (C) is dependent on 
the manner in which the voice is understood by the individual. This 
conceptualisation of voice hearing incorporates an explanation of how some 
people who hear voices do not report experiencing distress: they may 
interpret their voices as not dangerous, and instead interpret their voices as 
supportive and helpful.
Chadwick et al. (1996) identified several ways in which voice interpretations 
can be characterised: voice identity, voice purpose, voice omnipotence and 
omniscience, as well as the perceived effects of compliance or resistance. 
Chadwick etal. (1996) claimed that around 80 percent of voices are believed 
to be very powerful, when considering voice hearers from a clinical sample. It 
could be reasoned that if someone were to hear a voice and believed this to 
be powerful, as well as intending harm, one could understand how this would 
likely generate anxiety and depression in the voice hearer. Birchwood and
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Chadwick (1997) found that beliefs about power and meaning of voices 
showed a strong relationship with coping behaviour and affect, and 
accounted for the high rate of depression (53 percent) found in their sample 
of 62 people. Thus cognitive re-structuring (e.g. of beliefs about voices) is a 
primary aim in CBTp, with the assumption that the benefit will be in the relief 
of depressive and anxious symptoms (e.g. Birchwood et al., 2004, Chadwick 
etal., 1996).
Byrne et al. (2006) conducted a small scale RCT with 30 forensic inpatients 
who experienced command hallucinations. They were assigned to receive 
either CBTp or treatment as usual (TAU). The researchers found that the 
relationship the person had with their voice (particularly in relation to 
perceived voice power) was the most important predictor of distress and 
dysfunctional behaviours. Nonetheless the small sample size and 
unrepresentative sample of the voice hearing population means that only 
tentative conclusions could be made about the effects of perceived voice 
power on the voice hearing experience.
A meta-analysis conducted by Bird et al. (2010) found medium effect sizes 
for CBT interventions for psychosis (in line with results from a meta-analysis 
by Wykes et al. in 2008), as well as at two year follow-up. It should be noted 
that the researchers only included studies where participants were 
experiencing psychosis for up to five years, which they labelled ‘the critical 
period’, where the researchers asserted most of the psychological and social 
deteriorations occur. It could be seen as a detriment of the research that a 
wider consideration of voice hearing beyond that five year period was not 
considered, as this might have produced further interesting results.
Wykes et al. (2008) expressed criticism in the variability of methodological 
rigour of RCTs, which makes comparisons across these studies very difficult. 
They included 34 studies in their meta-analysis, notably not distinguishing 
between studies using either individual or group CBTp. They highlighted
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differences in treatment protocol, outcome measures used, and exclusion 
criteria of participants across the studies. This highlights some of the 
difficulties associated with drawing general conclusions from a body of 
research: different methodological and analytical processes make it hard to 
cumulate the findings. Nonetheless, Wykes et al. concluded from their 
findings that improvements in different areas were associated with different 
outcomes. Firstly, improvements in negative symptoms, such as depression, 
were related to improvements in functioning. Secondly, improvements in 
functioning were related to improvements in mood. Finally, and crucially, a 
reduction of positive symptoms, such as hearing voices, correlated with 
increasing sense of hopelessness. It could be hypothesised that this is due to 
the loss of a protective or coping factor, which the voice might previously 
have offered them. This may add further weight to the beneficial aspects of 
voice hearing, and therefore symptom reduction might not necessarily be a 
useful treatment aim.
Beliefs about the self and others
Birchwood et al. (2004) purported that therapists should extend their 
cognitive re-structuring work beyond only treating the misattribution 
associated with hearing voices. Instead they suggested that therapists should 
also consider the self- and other- schemas that their clients may hold, as 
these likely influence patterns of attribution. Birchwood et al. (2004) 
postulated that the experience of being bullied by ‘a powerful and shaming 
other' may be rooted in shame-based origins of feeling subordinate (e.g. 
following abuse). In line with this, Birchwood et al. (2002) described three 
case studies to illustrate how social relationships in the real world' with for 
instance family members, were linked to the qualities of the relationship 
people had with their voices. Birchwood et al. (2002) demonstrated that 
participants who perceived their voices as higher in social rank, and thus 
more powerful than themselves, were more likely to report a similar 
differential between themselves and others in their social world. The authors 
do not quote any assessment scores, nor refer to any statistical analyses, 
and therefore the paper has little empirical value. Nonetheless the
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formulations of the case studies were illustrative of how social rank theory 
can be applied to formulation of the voice hearing experience.
Fannon et al. (2009) hypothesised that low self-esteem, i.e. beliefs they hold 
about themselves in relation to others, significantly contributes to depression 
in voice hearers. This has obvious implications for the focus of treatment. 
They looked at the interaction of self-esteem and voice appraisal on positive 
and negative symptoms of people diagnosed with schizophrenia. They found 
that in a sample of 82 participants, self-esteem acted as an independent 
factor from voice belief variables, to predict depression. However the cross- 
sectional design employed by the researchers means that the directionality of 
the relationship between self-esteem and depression in voice hearers is not 
conclusively determined in the study. Others (e.g. Beck & Rector, 2003) 
purport that the quality of positive symptoms such as voice-hearing, is 
interrelated with beliefs about the self. Whereas other researchers such as 
Barrowclough et al. (2003) found either no significant link, or only a link if 
extremely low self-esteem was present (Smith et al., 2006). Thus 
inconsistencies in the literature regarding the impact of self-esteem on voice 
hearing means this remains inconclusive. It might be that methodological 
approaches and sample choices influenced the results, suggesting that a 
possibly more large-scale and rigorous investigation needs to be conducted 
to draw firmer conclusions about the impact of self-esteem on the voice 
hearing experience.
Fowler et al. (2006) assessed whether self-esteem specifically in relation to 
oneself in a social context could predict distress from hearing voices. They 
compared a group of people who heard voices with a group that did not. 
They found that both groups had similar levels of self-esteem and positive 
self- and other-evaluations. However the group who heard voices showed 
extreme negative evaluations of self (e.g. judging oneself to be weak and 
worthless) and evaluations of others (e.g. judging others to be bad and 
devious). The British Core Schema Scales (BOSS) arising from their paper 
demonstrated good psychometric properties. However it is a weakness of the
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study that a sample of University students, rather than voice hearers not 
experiencing distress, were used as a comparison group for people 
distressed by voices. This alternative comparison group may have 
highlighted differences in coping with voices.
Thus even though evidence exists for the CBT approach to support people 
distressed by voices, a considerable proportion of the experience remains 
unexplained by the CBT model. Moreover inconsistencies in some of the 
findings, and the moderate effect sizes found for CBT in RCTs, mean that 
additional ways of supporting people with their voice hearing experience 
need to be considered.
ACTp for voice hearing
Acceptance and Commitment Therapy (ACT) is a third wave CBT approach, 
based on a theory of language called Relational Frame Theory (RFT). This 
offers an explanation of how language processes are central to the operant 
conditioning phenomenon made famous by behavioural theorists such as 
Skinner in the 1950s (Blackledge, 2003). RFT outlines how people construct 
relationships between stimuli in their environment through language based 
on previous experience and past learning. Relational framing is considered to 
be an ongoing process in individuals. People are said to use discriminate 
stimuli to make sense of the world, and plan future decisions and actions 
based on information inferred through this relational processing. Stimuli from 
one’s environment are incorporated into one's consciousness, for instance I 
+ increased heart rate + wooded environment + quick movement + snake 
would induce different responses based on the person's previous experience, 
knowledge, and values. Thus both concrete and abstract relations are 
derived from a person's ‘context' (hence ACT is often said to be 
philosophically rooted in functional contextualism, and referred to as 
‘contextual psychology'). RFT proposes that individuals rely on learnt 
relationships, based on previous conditioning.
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Researchers such as Hayes et al. (1999) have drawn on RFT to account for 
the maintenance of mental health difficulties. Hayes and others argue that 
RFT suggests that environmental factors need to change before change in 
thoughts and behaviour will occur, and this has direct clinical implications for 
the treatment of psychopathology (Blackledge, 2003). RFT implies that by 
questioning the arbitrary relational framing processes, which consciousness 
draws non-arbitrary inferences from, people may be freed up to react 
differently to previously psychopathological manners. Thus Hayes et ai. 
(1999) propose that by supporting people to increase their flexibility in 
responding to stimuli, and reduce the literal belief in one's thoughts in 
problem areas of their lives, previously conditioned responses to stimuli may 
be weakened. Clayton (1995. Cited in: Blackledge, 2003) found that people 
who described their workplace as chaotic were more inclined to think 
favourably of their workplace if chaotic workplaces were framed as being 
more conducive to creativity, rather than if they were challenged on their 
evaluation (as a therapist might do in traditional CBT) of their workplace as 
chaotic. Therefore creating more ‘constructive' relations, rather than 
extinguishing existing ones, may be a more effective strategy for instigating 
more flexible reacting (Hayes etal., 1999).
ACT approaches construct psychological inflexibility as obstructive to 
wellbeing, as it restricts one's repertoire to respond to emotionally 
challenging situations. It is often thought to be responsible for experiential 
avoidance, which is in turn constructed as a crude attempt to avoid or escape 
private aversive events. This is seen as destructive, as it invariably prevents 
people conducting their lives according to their personal goals and values 
(Ruiz, 2010).
ACT'S guiding principle is to increase psychological flexibility and 
acceptance, which is defined as ‘the ability to contact the present moment 
more fully as a conscious human being, and to change or persist in 
behaviour when doing so serves valued ends' (Hayes et al., 2006, p.2). It 
proposes to do this by tackling six areas thought to interact to maintain
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psychological inflexibility. This is often referred to in ACT literature as the 
ACT hexaflex (Hayes et al., 2006). Briefly, the facilitating processes are as 
follows:
a. Acceptance -  to counteract attempts at experiential avoidance. 
Individuals are encouraged to abandon ‘the struggle', and instead 
simply experience the futility of trying to control internal events.
b. Cognitive defusion -  to counteract ‘cognitive fusion' by reducing the 
literal quality of thoughts.
c. Being present -  encouraging non-judgmental contact with 
psychological events as they occur, rather than allowing fears both 
past and future to dominate.
d. Experiencing the ‘self as context' -  fostered in ACT by mindfulness 
exercises and experiential processes that encourages individuals to 
be aware of one's own flow of experiences without attachment to 
them.
e. Values -  living life directed by values rather than focussing on 
concrete goals
f. Committed action -  achieved through exposure and goal-setting in the 
short-term.
Traditional CBT focuses on challenging thoughts (cognitive-restructuring), 
whereas ACT teaches clients tolerance and acceptance of symptoms and to 
identify and abandon attempts to control internal experiences. Whilst both 
CBT and ACT focus on behaviour change, ACT is more explicit at directing 
behaviour change towards valued living.
Over the last decade ACT has been found to be useful in treating a range of 
conditions such as drug dependence, epilepsy, pain, social phobia, and work 
stress (Ruiz, 2010). Treating people distressed by voices using the ACT 
model (i.e. ACTp) was found to be appealing due to the relatively small 
success rates of other talking treatments (Morris & Oliver, 2009). A 
substantial part of the ACT approach advocates a non-judgmental approach 
to environmental cues, and values-based living despite a continuation of the
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presence of aversive stimuli. This was seen as an attractive approach to 
voice hearing, as hearing voices often continues to be an intractable 
symptom. Moreover, an emphasis on working towards values-based living 
ties in well with recent narratives of more person-centred recovery paths 
(Slade, 2009).
Bach and Hayes (2002) conducted an RCT to assess the use of ACTp in a 
hospital setting with people experiencing psychosis. Participants underwent 
four sessions of ACTp, each within three days of one another. They found
that their frequency of reported symptoms was not significantly different from
those in the TAU condition. However, as symptom reduction was not a 
treatment aim, the authors argued that increased acceptance of voices may 
in fact have led to the increase in reporting of symptoms. Instead they 
explained that the treatment aim was to change people’s relationships to their 
symptoms. Crucially, those in the ACTp condition were 50 percent less likely 
to be re-hospitalised four months later, and reported lower believability of 
symptoms. Despite the small sample size and lack of standardised outcome 
measures, results were promising. This led to a wider scale study performed 
by Gaudiano etal. (2006), who found results largely consistent with Bach and 
Hayes' earlier findings. Yet methodological weaknesses such as small 
sample size and an 'enhanced' TAU condition meant continuing difficulties in 
drawing firm conclusions from their data.
Ruiz (2010) reviewed a substantial number of studies measuring
mechanisms of change in ACT interventions across various mental health 
problems. They found that experiential avoidance was related to a wide 
range of disorders, and ACT was found to be more efficacious than TAU 
across the different disorders. However, they emphasised the need for 
further research to be conducted, as currently considerable methodological 
limitations prevent firm conclusions from being drawn. Similar results were 
obtained from a meta-analysis performed by Powers et al. (2009) who 
compared eighteen RCTs covering a range of mental health problems. They 
reported findings indicating ACT was more effective than TAU, but results did
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not show ACT to be more beneficial over other established treatments. 
However they concluded by saying the results were promising, and 
recommend further development in research to ascertain to what extent ACT 
is in fact useful in clinical psychology.
As ACT professes to foster different ways of coping to many of the other 
therapies, it became clear that different outcome measures should be 
introduced to those used in previous research, which focussed on symptom 
reduction. As ACT aims to bring about psychological change, outcome 
measures used in RCTs need to reflect this different focus in outcome, in the 
hope to broaden ACT’s evidence base (Hayes et al., 2006). Shawyer et al. 
(2007) piloted a voices-specific self-report instrument to measure levels of 
acceptance-based attitudes, and independence in relation to voice hearing, 
called the VAAS (Voices Acceptance and Action Scale).
Thus compared to the research base for CBTp, the ACTp evidence base is 
less robust. Larger and more controlled studies are required in order to 
determine the usefulness and effectiveness of the ACT approach when 
working with people who are distressed by hearing voices.
ACT : A new approach or more of the same?
ACT has engendered considerable research interest, particularly in the last 
decade. Some refer to ACT as a third wave CBT approach, intended to 
replace the CBT popular in today's psychological community. Critics of this 
notion pose the question of how different CBT and ACT actually are, and 
instead argue that people should move away from thinking of these therapy 
approaches as mutually exclusive. Instead they suggest that ACT should be 
constructed as an augmentation to current CBT models, and welcome it as a 
development to refine existing protocols (e.g. Hofmann, 2008).
Arch and Craske (2008) discuss the main differences in these therapeutic 
approaches. CBT's basic treatment elements of reducing distress by
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changing cognitive and behavioural responses, is in contrast to the ACT 
approach which promotes psychological flexibility as a means of moving in 
the direction of valued living. Yet both approaches address cognitions and 
encourage meta-cognitive processing in order to elicit new behaviours. 
Moreover at first glance, ACT appears to advocate that relinquishing of 
control-seeking (and therefore acceptance) is the answer to many people’s 
internal conflicts, whereas CBT encourages clients to gain ownership and 
control over their difficulties. Arch and Craske (2008) point out that this is at 
least partly achieved through exposure work where, much like in the ACT 
approach, they are asked to sit with their symptoms for a time. Finally, one of 
the key differences of CBT and ACT is treatment outcome: CBT aims at 
distress reduction whereas ACT looks towards valued living. However on 
further consideration it appears that the sole difference is the overt aim in 
therapy and the directionality, i.e. CBT profess that symptom reduction will 
naturally lead to more valued living, ACT protagonists implicitly believe that 
valued living will lead to symptom reduction.
To determine whether ACT and CBT contain similar or different methods of 
change. Arch and Craske (2008) suggest the necessity of investigating the 
processes and mechanisms of change both during and following therapy. 
They recommend careful consideration of which mediator to assess, and 
what outcomes to measure, as each therapy modality purports to focus on 
different approaches and outcomes.
What next?
Ost (2008) examined several ‘third wave' approaches, including ACT, to 
assess the level to which they qualified as empirically supported treatments 
(ESTs). Ost (2008) compared ACT and CBT RCTs by pairing sets of RCTs 
together based on sample and methodological similarities. He found that due 
to current methodological weaknesses of ACT RCTs, ACT did not currently 
meet EST standards. Instead he proposed several ways in which to develop 
this further, largely involving incorporating a more stringent methodological
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approach to conducting RCTs. Gaudiano’s (2009) response to this article 
pointed out the methodological flaws of comparing two therapeutic 
approaches by matching RCTs in that way. Moreover he highlighted the 
disparate levels of funding made available to CBT compared to ACT 
researchers. He felt this accounted for how strictly research teams may have 
been able to adhere to research’s 'gold standards’. Yet Gaudiano (2009) also 
acknowledged the need for more high quality research, and referenced a 
research group in Australia currently conducting a large grant-funded study 
into the mechanisms of ACT versus a control.
Kazdin and Nock (2003) argue that therapy benefits can be maximised by 
developing an understanding of what the mechanisms for change are, and 
ensuring these get generalised to clinical practice. They also question 
whether so many variations of particular therapy modalities are necessary, 
and propose that identifying mediators would bring parsimony to therapeutic 
approaches by allowing therapists to omit redundant aspects of therapy 
models. They also propose that identifying moderators of therapeutic change 
would facilitate the selection of therapy appropriate to an individual client, 
again streamlining therapeutic intervention. Kazdin (2007) proposes several 
methods of developing further research of mediators in psychotherapy, and 
make several recommendations for future research [see Kazdin (2007) for a 
full description]. Several researchers have taken on board the importance of 
investigating mediators of the ACT approach in working with people with a 
range of mental health difficulties. Wicksell et al. (2010) tentatively concluded 
that acceptance was a mechanism of change in an ACT intervention aimed 
at people experiencing chronic pain. Gaudiano et al. (2010) have begun to 
explore possible mediators of distress reduction. They replicated the initial 
Bach and Hayes (2002) study and found that believability appeared to 
mediate level of distress following treatment. However the researchers only 
used a single rating scale for people to report the level of ‘believability’ of 
their voices, data was only used from those completing treatment, and 
participants were also accessing a range of other therapeutic input. 
Gaudiano et al. (2010) acknowledge that their study is only the first step in
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examining mechanisms of action in ACT approaches when working with 
people experiencing psychosis.
Aims of this study
Kazdin (2007) compares the search for mechanisms of change to a chess 
game. Multiple moves on various fronts, which converge towards a common 
goal, are necessary to culminate in an eventual decisive move of ‘check 
mate'. While interest and research grows around the mediators of CBT and 
ACT, it is also important to consider what outcomes are being measured in 
mediational analyses. Is it the remission of symptoms, traditionally used to 
measure intervention efficacy, or is it a more contextualised person-centred 
recovery that should be measured? This study hopes to contribute to a 
discussion about moving away from the traditional medicalised way of 
assessing outcomes, and in line with current narratives of recovery, broaden 
out towards a more personal recovery model.
Based on people's temperament, personality, culture, background, 
experiences, and past therapeutic work, people can develop skills within 
themselves to manage and overcome psychological strains and difficulties. 
These skills are often also those ‘taught’ and encouraged during therapy. 
This study hopes to explore whether skills fostered specifically by ACT and 
CBT therapies, which naturally occur in the coping skills employed by people 
who hear voices, can predict their level of recovery. By identifying pre­
existing skills that are associated with recovery from hearing voices, results 
of this study could contribute to the existing knowledge base of what factors 
will be important to include in therapy to maximise therapeutic change.
Rationale
In this introduction a distinction between symptom reduction (‘clinical 
recovery’) and personal well-being (‘personal recovery’) has been drawn out, 
particularly in relation to hearing voices. CBTp and ACTp are two evidence-
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based psychological therapies that are aimed at improving well-being 
following psychosis. Both therapy approaches are based on findings that 
recovery from psychosis is possible even in the face on ongoing symptoms. If 
this is true, CBT and ACT skills should mediate the relationship between 
voice hearing symptoms and both forms of recovery. This study aims to 
address this question.
Hypotheses
This study aims to investigate if ACT and CBT skills mediate the relationship 
between voice hearing symptoms and both clinical and personal recovery. 
However, due to the cross-sectional design of this study, no attempts to 
determine causality can be made.
Hypothesis 1: The seven proposed CBT variables (beliefs of voice 
malevolence, omnipotence, and benevolence, as well as positive and 
negative views of self and others) will individually mediate the relationship 
between hearing voices and clinical recovery. However, the two proposed 
ACT variables (acceptance and independence) will not mediate this 
relationship.
Hypothesis 2: The seven proposed CBT variables will each mediate the 
relationship between voice hearing and clinical recovery, when accounting for 
all other variables within a multiple mediation model. The proposed ACT 
variables will not mediate this relationship.
Hypothesis 3: The two proposed ACT variables will individually mediate the 
relationship between hearing voices and personal recovery. However, the 
seven CBT variables will not mediate this relationship.
Hypothesis 4: The two proposed ACT variables will each mediate the 
relationship between voice hearing and personal recovery, when accounting 
for all variables within a multiple mediation model. The proposed CBT 
variables will not mediate this relationship.
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Method
Design
This study uses a correlational design, and relied on online questionnaires to 
be completed by participants over the internet.
Recruitment and data collection was conducted in conjunction with another 
Psycho trainee at the University of Surrey, who examined whether ‘negative 
schema and beliefs about voice power mediate the relationship between 
attachment style and psychosis’. As an identical sample population was 
sought across the two studies, and some of the same measures were used, it 
was considered sensible to combine resources and share the recruitment 
effort. The design of the website was therefore conducted jointly, as well as 
the recruitment of charities to host the weblink. Nonetheless, both studies 
had distinct research questions, and each study analysed a different subset 
of the collected data set. Moreover the write-up each study was performed in 
independence of the other researcher.
Participants
Out of the 679 people accessed the site: 228 did not meet the eligibility 
criteria for the study (e.g. were outside the 18 to 65 age criteria); 282 did not 
agree to the consent screen; and 19 people opted out part way through the 
study. Their responses were therefore not included in data analysis. In total, 
150 participants (22 percent) completed all questionnaires. Due to the 
electronic mode of recruitment, no datasets contained missing values. 
Participants were asked to return to any questions they may have skipped 
before being allowed to go on to the next webpage.
Participants were recruited via hearing voices and psychosis mental health 
charities such as the Hearing Voices Network, Rethink, and Intervoice. 
Participants were recruited internationally via these charities, as well as 
through organisations and support groups associated with these.
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Fritz and MacKinnon (2007) explored required sample sizes necessary to 
detect a mediation effect with .8 statistical power. They estimate that when 
using a boot-strapping method, a minimum of 148 participants are needed to 
achieve .8 power. This is based on the sizes of the paths between the 
independent variable to mediator, and mediator to dependent variable, being 
at least small (0.14) to medium (0.26) in size.
To be included in the study people needed to have been hearing voices for a 
minimum of three months, and have heard voices in the last week. The 
former criterion was set as a minimum to ensure that voices had been 
present for a significant amount of time in order for participants to have had 
time to develop beliefs and relevant coping strategies. The latter criterion was 
included to ensure that the voice hearing experience was still current and 
active. Many of the questionnaires used asked about voices experienced in 
the last seven days. It was therefore necessary to be consistent with these. 
Moreover, participants were excluded if they were not between the ages of 
18 and 65, and if they could not read and write English fluently. A proficiency 
in English was thought to be important to ensure accurate responding to 
questionnaires. This is an obvious limitation of the study as any conclusions 
will be restricted to fluent English speakers only. Fifty-nine percent of 
participants were British residents, 20 percent lived in the USA, 7 percent in 
Canada, 7 percent in Australia, and 1 percent lived in New Zealand. Six 
percent lived in other countries such as South Africa and Hong Kong.
Sixty-three percent of participants were female (n=94). The age of 
participants ranged from 18-64 with a mean age of 37 years (SD=11 years). 
Forty-two percent of participants reported being in a relationship. Sixty 
percent of participants were currently living with a partner, friends, or family. 
The level of education ranged from 11 percent of participants having left 
school with no qualifications; 19 percent having left school at 16 with 
qualifications; 23 percent had left school at 18 with qualifications; 36 percent 
studied at undergraduate level; and 16 percent had completed some form of
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postgraduate learning. Moreover 37 percent of participants were in paid or 
voluntary employment, and 16 percent of participants were in education at 
the time of completing the study.
In line with the study’s hypothesis that voice hearing is not a prerequisite for 
pathology: involvement with mental health services, or the presence of a 
mental health diagnosis, was not deemed a necessary inclusion criteria. 
Instead it was hoped that participants across the distress spectrum would 
participate, as it was hypothesised that levels of coping skills would be 
associated with this. Lawrence et al. (2010) found that internet-based 
recruitment was a legitimate way of sourcing participants from a non­
psychiatric population. They found through the use of questionnaires that the 
perceptual experience of voice hearing in a non-psychiatric population is 
comparable to that of a psychiatric population. Sixty-three percent of their 
participants were taking medication related to their voice hearing experience, 
and seventy percent of the participants had been in receipt of some form of 
psychological therapy in the past.
An internet-based recruitment strategy was chosen in an effort to reach a 
broad range of people, in terms of backgrounds and levels of wellbeing. 
However, it was noted that the study’s methodology did prevent some of the 
population from taking part: particularly those who did not have access to the 
internet, or were too unwell to concentrate for the 25 minutes necessary to 
complete the questionnaires independently. This was taken as a limitation 
inherent in any participatory study design: a subsection of the target 
population will invariably opt out due to motivation and convenience factors 
preventing them from participating.
Measures
The Beliefs About Voices Questionnaire-Revised (BAVQ-R) by Chadwick et 
ai. (2000) contains 35 items, and measures people’s beliefs about their 
voices, as well as their reactions and behaviour to them. This study only used
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the first eighteen items of this measure, which relate to people’s beliefs about 
their auditory hallucinations. This contains three sub-scales relating to beliefs 
about voices, namely malevolence (six items: e.g. ‘my voice is persecuting 
me for no good reason'), benevolence (six items: e.g. ‘my voice wants to 
protect me) and omnipotence (six items: e.g. ‘my voice wiii kiii me or harm 
me if i disobey or resist if). Scaled questions ranged from 1 (‘Disagree’) to 4 
(‘Strongly Agree’). The Cronbach’s a for the three subscales were reported to 
be between 0.74 and 0.88 indicating good internal consistency within these 
(Chadwick et ai., 2000). Moreover, Chadwick et ai. (2000) report similar 
correlations between subscales as evidenced with the full BAVQ, thus 
suggesting the revised BAVQ still maintains satisfactory construct validity. 
They compared the measure with a measure of anxiety and depression and 
found a similar pattern of relating constructs (such as malevolence and 
depression), which the researchers felt further contributed to the measure 
demonstrating good construct validity. In this study the Cronbach’s a for each 
subscale was between 0.81 and 0.91, and therefore continued to 
demonstrate internal consistency.
The Voice Acceptance and Action Scaie -  9 items (VAAS-9; Ratcliff, 2010) is 
a nine item measure containing two sub-scales, namely of acceptance (the 
ability to live with voices rather than struggling with them, e.g. ‘There are 
worse things in life than hearing voices’) and independence (the ability to act 
purposefully, and live well, even as voices persist, e.g. ‘When I disagree with 
a voice, I simply notice it and move on’). Questions use a sale from 1 
(‘Strongly Disagree’) to 5 (‘Strongly Agree’). The VAAS-9 is an abbreviated 
version of the original VAAS designed by Shawyer et ai. (2007). The VAAS is 
based on a more general self-report measure for ACT, namely the 
Acceptance and Action Questionnaire (AAQ; Hayes et ai., 2004), and 
designed to complement the BAVQ-R. Researchers therefore avoided 
generating similar items where possible (Shawyer et ai., 2007). The VAAS 
was found to correlate negatively with depression, and also correlate with 
confidence of coping with voices. Notably it was found not to correlate with 
the PSYRATS (the Psychotic Symptom Rating Scale- a measure of voice
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hearing symptoms by Haddock et al., 1999), as researchers wanted to avoid 
duplicating measures. The VAAS did correlate highly with the AAQ, which 
suggests the VAAS demonstrates good construct validity. Preliminary studies 
of the VAAS-9 indicate good consistency and reliability: Cronbach’s a were 
0.7 and 0.83 for the respective factors of acceptance and independence 
(Ratcliff, 2010). In this study, Cronbach’s a scores were 0.78 and 0.83 for 
each factor respectively.
The Hamilton Program for Schizophrenia Voices Questionnaire (HPSVQ) by 
van Lieshout and Goldberg (2007) is used to quantify a range of 
characteristics of the voice hearing experience. The self-report measure 
contains nine items, which load onto two factors. The first factor relates to 
descriptive properties of the experience (such as frequency, loudness, and 
duration). The second factor relates to the person’s emotional response to 
the experience (such as interference with life, and distress it has caused). 
Questions on the HPSVQ used a scale from 1 to 5, where the higher up the 
scale indicated progressively worse presenting symptoms. Van Lieshout and 
Goldberg (2007) found good internal consistency for their measure across 
three testing occasions, with Cronbach’s a scores of between 0.74 and 0.85. 
They compared scores to that of the PSYRATS, and found good concurrent 
validity, with correlations of between r=0.73 and r=0.76 at two different time 
points. In this study, Cronbach’s a scores were 0.89 and 0.69 for each of the 
factors in this study.
The Recovery Assessment Scaie - Revised (RAS-R) devised by Corrigan et 
ai. (2004) is based on a lengthier 41 item RAS constructed by Corrigan et ai. 
in 1999. The RAS-R measures participants’ perception of their recovery from 
serious mental illness, in this study referred to as ‘personal recovery’. The 
self-report questionnaire contains 24 items, which are rated on a five point 
Likert scale from 1 (‘Strongly Disagree’) to 5 (‘Strongly Agree’). Sample items 
include ‘I have a desire to succeed’ and ‘I can handle it if I get sick again’. 
Corrigan et ai. (2004) identified five domains using the original RAS namely: 
personal confidence and hope; willingness to ask for help; goal and success
3556476
105
orientation; reliance on others; and no dominations of symptoms. They found 
that only 24 out of the 41 items were necessary to yield these factors, and 
proposed that a 24 item questionnaire may be sufficient to assess recovery. 
Internal consistency for each of the factors was found to adequate, with 
Cronbach’s a scores ranging from 0.74 to 0.87. Convergent validity was 
demonstrated for each of the factors as each factor was found to significantly 
correlate with measures including that of hope, empowerment, and subjective 
quality of life. In this study Cronbach’s a for the questionnaire as a whole was 
0.95.
The Brief Core Schema Scales (BCSS; Fowler et ai., 2006) is used to 
measure participants’ positive and negative schemas of self and others, and 
is designed to be utilised specifically to measure the ‘self and ‘other’ 
schemas of people experiencing psychosis. These constructs are often 
associated as important predictors of recovery in a traditional CBT approach 
(e.g. Gilbert, 1992). The measure contains 24 items, and asks people to rate 
the strength they agree or disagree to statements regarding themselves (12 
items looking at positive and negative self-schemas: e.g. I am unloved’), and 
others (12 items looking at positive and negative other-schemas: e.g. ‘Other 
people are bad’). Questions use a scale from 1 (‘Do not believe at all ) to 5 
(‘Believe it totally’). The Cronbach’s a scores are between 0.78 and 0.88, 
indicating good internal consistency for this measure. Moderate and strong 
correlations of results on the BCSS with scores on the Rosenberg Self- 
Esteem Scale and Young’s Schema Questionnaire suggest sufficient 
concurrent validity for this measure. In this study, Cronbach’s a scores 
ranged from 0.89 to 0.95.
Confirming the factor structure of the proposed mediators
An exploratory factor analysis was conducted on all mediator items to confirm 
the factor structure of the proposed mediators. An oblimin rotation method, 
including eigenvalues greater than one, generated nine factors. However, the 
ninth factor was not felt to capture any distinct construct, and therefore eight
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factors were chosen. The table showing these factor loadings can be seen in 
the appendix (Appendix A). The exploratory analysis essentially confirmed 
that the measures were measuring unique factors. However, beliefs about 
voice omnipotence and malevolence were found to have items that loaded on 
to the same factor. This might suggest they are a single construct.
Procedure
Participants were recruited through dedicated online websites such as the 
Hearing Voices Network (HVN), Intervoice, and Rethink. This project 
collaborated with another researcher to recruit participants. Charity 
organisations were approached and asked whether they would disseminate 
information regarding our project to their members. As an incentive, 
participants were offered the opportunity to be entered into a raffle for 
vouchers, as well as being informed of the results of the study. A sample of 
the letter sent to hearing voices organisations can be seen in Appendix B.
Participating organisations were provided with an electronic flyer and poster 
to distribute to their members, via for instance newsletters and on their 
websites. Messages were also posted on web forums such as the Mental 
Health Forum, once permission was obtained from the administrators of the 
relevant sites. Participants were therefore not approached directly, and 
instead this indirect recruitment strategy was thought to be more in 
accordance with ethical guidelines, such as that of the BPS, regarding 
internet mediated research (2007).
One of the first screens of the website (see Appendix C for a copy of the 
website screens) asked people to answer questions to determine whether 
they met inclusion criteria. Following this they were provided with information 
about the study, and asked a series of questions relating to whether they 
consented to take part in the study. Eight electronic questionnaires then 
followed, succeeded by demographic questions. Finally participants were 
brought to a de-briefing screen, and offered the opportunity to comment
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anonymously on the study if they wished. Participants were asked to email 
the researcher if they wished to enter the draw for Amazon vouchers, or be 
informed of the results of the study once this was completed. Participants 
were assured their details would be kept safe and secure, and would not 
shared with anyone else. A copy of the debriefing email sent out with results 
of the study can be found in Appendix D.
Ethical Considerations
As the study’s design involved recruitment and participation via the internet, 
several adjustments were made to both the research design and information 
provided for participants. This helped to ensure that the absence of a clinical 
researcher when participants completed the questionnaires did not affect the 
ethical principles inherent in conducting psychology research.
Recruitment of participants was performed indirectly through a trusted 
intermediary. This typically was an organisation, charity, or web forum, which 
relayed information about our study to their members. These organisations 
were initially approached via email, and given all the information regarding 
the study so as to enable them to make an informed choice about whether to 
pass our details on. It was thought that seeking approval from organisers 
provided a sufficient buffer to avoid people feeling pressured into 
participating, which they may have done if approached directly. Instead 
information on websites focussing on the experience of voice hearing, was 
felt to provide people with an opt-in opportunity if they so wished.
Participation was an active choice for participants, rather than them being 
unaware of being observed. Participants were presented with an opportunity 
to opt-out of the study at any given point. It was made clear on the 
information page that this would not affect any care or support they might be 
receiving from any services.
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Informed consent was sought by providing several opportunities for 
participants to read more about the study before taking part. This information 
was available in the ‘advert’ posted on the organisation or charity’s website. 
One of the first screens of our website was a detailed information screen 
about the purpose of the study, and the levels of confidentiality and 
anonymity participants could expect. This screen was produced to be as 
read-able and accessible as possible by avoiding lengthy explanations, and 
with the addition of an image to break up the text. Finally, the consent screen 
was simplified to ensure participants would read this rather than simply 
clicking ‘next’, and therefore not being fully informed of what they were 
consenting to.
A common challenge to internet mediated research (IMR) is the difficulty of 
verifying the identity of participants (BPS, 2007). This study’s inclusion 
criteria meant participants needed to be between the ages of 18 and 65; read 
and speak English fluently; have heard voices for at least three months; and 
have heard a voice within the last week. This was verified using a series of 
questions participants were asked to answer before they were able to fully 
access the site. If they did not meet inclusion criteria, people were 
automatically re-directed to a version of the de-brief page, which also 
explained they had unfortunately not met the inclusion criteria. It is 
acknowledged that this self-report method of verifying identity is fallible. 
However, it was determined that this drawback in the research design was 
outweighed by the advantage of being able to access the non-clinical 
segment of the voice hearing population usually not represented in more 
traditional research studies where participants are recruited from clinical 
settings.
Several measures were taken to help participants manage any distress 
experienced whilst completing the questionnaires. As previously mentioned, 
a sentence stating ‘If you want to exit this study, click here, and this will take 
you to the information screen’ was positioned on every webpage. Participants 
who clicked on the link were taken to the de-brief screen. The de-brief screen
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also contained contact information for support organisations such as NHS 
Direct (who can typically signpost to appropriate organisations), as well as 
more general international charities such as Intervoice and the Hearing 
Voices Network, which provide information on support networks in different 
countries. It was thought that there was no identified risk of exposing those 
not eligible for the study (such as minors) to inappropriate material, and it 
was therefore deemed acceptable to have the study on the internet and 
accessible to the public.
To ensure anonymity, participants were asked to email the researcher in 
order to be entered into the draw for prize vouchers, as well as request to be 
informed of the results of the study. This meant that participant details would 
not be linked to questionnaire responses. Participant details were kept on a 
password protected spreadsheet, on a secure server. This was explained to 
participants, and they were assured that their details would not be shared 
with others and instead remain confidential.
Ethical approval was gained from the University of Surrey’s Faculty of Arts 
and Human Sciences Ethics Committee. The application to ethics can be 
found in the appendix (Appendix E), as well as a copy of the approval for the 
study by the Ethics Committee (Appendix F). Moreover Rethink’s Research 
Panel, which included members with lived experience of voice hearing, also 
approved the study before allowing information of our study to be 
disseminated to their members.
Planned Data Analysis
In the exploratory factor analysis, beliefs about voice malevolence and 
omnipotence were found to load on to the same construct. However, as 
these factors are treated as theoretically discreet constructs in the hearing 
voices literature, they will continue to be considered as separate variables in 
the primary analysis of this study. However, additional analyses were also 
run with the collapsed malevolence and omnipotence variable, and results of
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these were added as notes in the multiple mediation analyses tables (Tables 
4 and 6).
An initial exploration of the data using a correlation analysis between all 
variables was conducted to help identify associations between variables, for 
potential evidence of multicollinearity. As a large number of variables were 
included in the analysis, this was considered a prudent step in data analysis.
Mediation analysis was the primary analysis employed in the study, and is 
sometimes also described as ‘process analysis'. Mediation analysis allows 
researchers to investigate mechanisms that affect a relationship between two 
variables. This can be useful when wanting to for instance explore what 
particular aspects of intervention may be affecting change. For this reason, 
mediation analysis is an important aspect of developing therapies, as this 
type of research informs what parts of therapy should be emphasised in 
order to make them most efficacious. It is worth noting that due to the data 
only being collected at a single time point, no causality within the relationship 
can be identified.
Unlike most other methods of mediation analysis, such as the causal steps 
approach (Baron & Kenny, 1986) or the product of co-efficients approach 
(Sobel, 1982), boot-strapping generates an empirical representation of the 
population in miniature: continually sampling (and then replacing back into 
the sampling pool) groups of the datasets imitates the manner in which a 
researcher may randomly sample from a larger population. Hayes (2009) 
recommends this re-sampling process should occur 5000 times. During each 
sampling a calculation of the indirect effect is made, and once the 
bootstrapping is complete, the experimenter should have 5000 estimates of 
the indirect effect. The distribution of these calculations is believed to mirror 
the distribution within the original sample (Hayes, 2009). This study used the 
Indirect macro created by Preacher and Hayes (2008) for SPSS software to 
conduct the data analysis using bootstrapping.
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The bootstrapping approach proposed by Hayes does not make assumptions 
about the sampling distribution of the indirect effect. However, each of the 
paths (namely; a, b, c, and o') are based on a regression analysis. The 
indirect effect is made up of numerous multiplications of the a and b paths. In 
order to make legitimate inferences from the data analysis, assumptions for 
multiple regression therefore still need to be met. Particularly the 
assumptions of normality of residuals, multicollinearity, and no datasets 
overly influencing the regression models were investigated before carrying 
out any meditational analyses.
Single mediation analyses were first conducted to determine whether each 
proposed mediator did indeed significantly mediate the relationship between 
voice hearing and both clinical and personal recovery. Hypotheses 1 and 3 
were tested through this means of analysis. All variables were then included 
in a multiple meditation analysis using clinical recovery as the dependent 
variable, and then personal recovery, in order to test hypotheses 2 and 4.
Multiple mediation analysis was chosen as the ultimate aim in data analysis, 
rather than single mediation analysis for several reasons. Firstly, one can see 
the combined effect of all potential mediators on the relationship between the 
IV and the DV. It also becomes possible to identify the extent of the effect 
each mediator has when other variables are also present. Particularly when 
considerable correlation exists between proposed variables, single mediation 
analyses may have been suggestive of strong effects generated by each 
individual variable, when in reality their effects may ‘overlap’. On the other 
hand, multiple mediation allows for measurement of the unique mediation 
they affect between the IV and the DV. The possibility of comparing 
mediating variable effects is also possible, if the same measurements are 
used for each variable. Finally, there is also less likelihood of parameter bias, 
as this model is less likely to have omitted variables (Preacher & Hayes, 
2008).
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Results
Descriptive statistics
The means and standard deviations were calculated for each variable, and 
can be seen in Table 1. The means do not indicate any floor or ceiling effects 
in any of the variables. Moreover, the means and standard deviations of each 
variable are comparable to those reported in each of the studies in which the 
questionnaires were first devised. It can therefore be assumed that the 
variables in this study are showing similar measurement characteristics to 
those in previous studies. Histograms of each of the variables were also 
examined, and indicated an approximately normal distribution of the data.
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Table 1
M e a n  a n d  S ta n d a rd  D e v ia tio n  (SD) f o r  E a c h  V a ria b le  (n = 1 5 0 )
Variable IV /
D V /M ^
M in im um
possible
score
M axim um
possible
score
Num ber 
o f items
Mean SD
HPSVQ-char IV 0 20 5 11.77 3.34
HPSVQ-imp DV 0 16 4 7.95 4.56
RASR DV 0 120 24 76.95 20.52
BAVQ-omn M 6 24 6 14.15 4.61
BAVQ-mal M 6 24 6 13.44 5.75
BAVQ-ben M 6 24 6 10.8 5.3
BCSS-nss M 0 24 6 10.31 6.54
BCSS-pss M 0 24 6 8.91 5.9
BCSS-nos M 0 24 6 9.96 6.76
BCSS-pos M 0 24 6 10.15 5.38
VAAS9 -acc M 5 25 5 16.69 3.03
VAASg-ind M 4 20 4 7.17 2.25
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical 
recovery; RASR=level of personal recovery; BAVQ-omn=perceived omnipotence 
of the voice; BAVQ-mal= perceived malevolence of the voice; BAVQ- 
ben=perceived benevolence of the voice; BCSS-nss=negative perception of one’s 
self; BCSS-pss=positive perception of one’s self; BCSS-nos=negative perception 
of others; BCSS-pos=positive perception of others; VAAS9-acc=acceptance: 
ability to live with voices rather than struggle with them; VAAS9- 
ind=independence: ability to act purposefully and live well even as voices persist.
 ^Mediator
Assumptions for regression models
In order to satisfy assumptions to perform calculations using multiple 
regression, several investigations of the data needed to be met. Firstly, 
histograms were used to identify whether the residuals of each regression 
model of the paths in the mediation analyses were normally distributed. 
Histograms were chosen rather than the Kolmogorov-Smirnov test (K-S test)
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due to the K-S test’s reported tendency to give inaccurate results when using 
large samples (Field, 2009). All regression paths were checked to ensure the 
residuals were approximately normally distributed.
Cook’s Distance was calculated for each model, in order to determine 
whether any individual participant’s responses were overly influencing each 
model. No values were greater than 1, and therefore no participants were 
disproportionately affecting any of the models (Field, 2009).
Multicollinearity, or overly strong correlations between variables, were also 
explored for each model using SPSS’ collinearity diagnostics. The variance 
inflation factors (VIFs) were all found to be well below 10, and therefore no 
cause for concern (Field, 2009). Finally the tolerance statistics were all 
greater than 0.2, and thus multicollinearity was not thought to be a problem 
(Field, 2009).
Correlational findings
Table 2 summarises the Pearson’s correlations (r) between each variable. 
Correlations between the variables were predominantly significant, 
suggesting relationships between variables that were non-random. Of 
particular note are the strong correlations between the level of clinical 
recovery (HPSVQ-imp) and all other variables. That is, as predicted, there 
were significant relationships between this DV and the proposed mediators 
and the IV. The same can also be said for the second DV (RASR).
Correlation co-efficients between variables ranged from r=0.19 to r=0.75. As 
none of these were greater than 0.8, no variables were believed to be 
substantially multi-collinear (Field, 2009). Nonetheless, a degree of 
collinearity was expected between the variables. All proposed mediating 
variables were chosen by virtue that they were used in therapy to reach a 
common goal, namely the alleviation of distress or symptoms. It therefore
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stands to reason that they will necessarily share similarities as they work 
towards similar ends (Preacher & Hayes, 2008).
Table 2
Pearson’s Correlations Between A ll Variables (n=150)
Variable 1. 2. 3. 4. S. 6. 7. 8. 9. 10. 11.
1. HPSVQ-imp -
2. HPSVQ-char .52» * -
3. BCSS-pss - .42» * - . 19»» -
4. BCSS-nss .50»» .24»» - .65»» -
5. BCSS-nos .27»» .22»» - .39»» .49»» -
6. BCSS-pos - .30»» -.09 .45»» - .34»» - .32»» -
7. VAAS9-acc - .55»» - .31»» .44»» - .37»» - .23»» .32»» -
8. VAAS9-lnd - .46»» - .31»» .30»» - .26»» -.10 .35»» .50»» -
9. RASR -.43»» - .34»» .64»» - .55»» - .35»» .40»» .52»» .39»» -
10. BAVQ-mal .67»» .42»» - .33»» .40»» .36»» - .25»» - .52»» -.39»» - .29»» -
11. BAVQ-omn .67»» .57»» - .37»» .44»» .43»» - .23»» - .58»» -.41»» -.41»» .75»» -
12. BAVQ-ben - .30»» -.01 .19» -.11 .11 .16 .12 - .27»» .21»» - .27»» .04
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical recovery; 
RASR=level of personal recovery; BAVQ-omn=perceived omnipotence of the voice; 
BAVQ-mal=perceived malevolence of the voice; BAVQ-ben=perceived benevolence of 
the voice; BCSS-nss=negative perception of one’s self; BCSS-pss=positive perception of 
one’s self; BCSS-nos=negative perception of others; BCSS-pos=positive perception of 
others; VAAS9-acc=acceptance: ability to live with voices rather than struggle with them; 
VAAS9-ind=independence: ability to act purposefully and live well even as voices persist. 
*p<.05. **p<.01 (two-tailed)
As can be seen in Table 2, this initial exploration of the relationships between 
variables suggests that the variable of ‘perceived benevolence of the voice' 
did not appear to correlate significantly with most other variables. Particularly, 
it was found not to correlate with almost all variables associated with 
perceptions of self and others (BCSS-nss, -pos, -nos) nor with the IV: 
characteristics of the voices. This suggests that perceived voice benevolence 
may not be a significant or powerful factor in the process analysis. However, 
based on Hayes' (2009) recommendation to proceed with a multiple 
mediation analysis despite no initial correlation being evident, no mediators 
were excluded from further analysis.
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Mediation analyses
Both single and multiple mediation analyses were conducted to determine 
the nature of the meditational relationships within the proposed model and 
address the hypotheses.
Single mediation analyses were used to establish whether proposed 
mediator variables mediated a relationship between voice hearing and either 
type of recovery. Figure 1 contains a diagrammatic representation of the 
single mediator model.
Figure 1
Diagram m atic explanation o f the to ta l effect (c) o f the IV  on the DV, as 
well as the single m ediation model, depicting the direct effects (c’) and 
indirect effects (a x  b) o f characteristics o f voices on either level o f 
clin ical recovery, or level o f personal recovery
MediatoPx
\
HPSVQ-char
HPSVQ-char HPSVQ-imp
HPSVQ-imp
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical 
recovery; RASR=level of personal recovery; Mediatorx=each proposed mediator 
separately.
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Two multiple mediation analyses were then conducted to ascertain whether 
the proposed mediators had unique effects on the relationship between voice 
hearing (i.e. when controlling for the other mediators in the model) and both 
clinical and personal recovery. A diagrammatic representation of both can be 
seen below in Figure 2.
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Figure 2
Diagram m atic explanation o f the to ta l effect (c) o f the IV  on the DV, as 
well as the m ediation model, depicting the direct effects (c’) and 
indirect effects (sum o f all a x  b) o f characteristics o f voices on either 
level o f clin ical recovery, or level o f personal recovery
BCSS-nss
BCSS-pss
VAAS9-ind
BCSS-nos
BCSS-pos
VAAS9-acc
BAVQ-m al
BAVQ-ben
BAVQ-omn
HPSVQ-imp
HPSVQ-char
HPSVQ-char
HPSVQ-imp
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical 
recovery; RASR=level of personal recovery; BAVQ-omn=perceived omnipotence of 
the voice; BAVQ-mal=perceived malevolence of the voice; BAVQ-ben=perceived 
benevolence of the voice; BCSS-nss=negative perception of one’s self; BCSS- 
pss=positive perception of one’s self; BCSS-nos=negative perception of others; 
BCSS-pos=positive perception of others; VAAS9-acc=acceptance: ability to live with 
voices rather than struggle with them; VAAS9-ind=independence: ability to act 
purposefully and live well even as voices persist.
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This study hypothesised skills consistent with those encouraged in CBT 
therapies (namely adaptive perceptions of self and others, and beliefs about 
voice omnipotence, malevolence and benevolence), as well as those 
advocated by ACT approaches (namely acceptance and independence 
despite hearing voices), would each mediate the relationship between voice 
hearing and both clinical and personal recovery. The hypotheses will look at 
both clinical and personal recovery in turn.
CLINICAL RECOVERY
Hypothesis 1: The seven proposed CBT variables (beliefs of voice 
malevolence, omnipotence, and benevolence, as well as positive and 
negative views of self and others) will individually mediate the relationship 
between hearing voices and clinical recovery. However, the two proposed 
ACT variables (acceptance and independence) will not mediate this 
relationship.
Table 3 shows the results of each individual variable’s role in mediating the 
relationship between voice hearing and level of clinical recovery, when not 
taking into account any other potential mediator variables. As can be seen, 
the indirect effect of each variable is significant (i.e. the 95% CIs do not cross 
zero), except for positive perception of others and perceived benevolence of 
the voice (where the 95% Cl does cross zero). Thus five of the seven CBT 
variables and both ACT variables were found to individually mediate the 
relationship between voice hearing and clinical recovery.
The direct effects in each mediation model were all still significant, indicating 
that each proposed mediator could not fully explain each relationship. This 
suggests that a multiple mediation analysis is necessary to further explore 
whether all proposed mediators together may explain the mediating 
relationship.
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Table 3
Unstandardised Beta-Coefficients fo r  In d iv id u a l M ediation Analysis o f
C lin ica l Recovery (using 5 0 0 0  bootstraps, n -1 5 0 )
Independent
variable
(IV)
Mediating
variable
(M)
Dependent
variable
(DV)
Effect 
of IV on 
M
(a)
Effect 
of M on 
DV 
(b)
Direct
effect
(C)
Indirect 
effect 
(a X b) 95%CI
Total
effect
(c)
HPSVQ- BCSS-pss HPSVQ- -.33* .26** .63** .09* (.003, .19) .71**
char BCSS-nss imp .46** .28** .59** .13* (.04, .24)
BCSS-nos .45** .11* .66** .05* (.01, .13)
BCSS-pos -.14 -.22** .68** .03 (-.03, .12)
VAAS9-acc -.28** -.66** .53** .19* (.03, .36)
VAAS9-ind -.21** -.66** .58** .14* (.06, .25)
BAVQ-mal .71** .43** .41** .30* (.20, .45)
BAVQ-omn .79** .54** .29** .43* (.29, .60)
BAVQ-ben .02 -.26** .72** -.004 (-.08, .06)
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical 
recovery; BCSS-nss=negative perception of one’s self; BCSS-pss=positive 
perception of one’s self; BCSS-nos=negative perception of others; BCSS- 
pos=positive perception of others; VAAS9-acc=acceptance; ability to live with voices 
rather than struggle with them; VAAS9-ind=indepenclence; ability to act purposefully 
and live well even as voices persist; BAVQ-omn=perceived omnipotence of the 
voice; BAVQ-mal=perceived malevolence of the voice; BAVQ-ben=perceived 
benevolence of the voice.
*p<.05. **p<.01 (two-tailed)
Zhao at al. (2010) caution researchers that due to the bootstrapped 
mediation effect (axb) being calculated by multiplying two beta coefficients 
together, this has a bearing on whether the product is positive or negative. 
This can wrongly lead people to assume a positive or negative mediating 
effect. Looking at Table 3, this has certainly occurred in several instances in 
both mediation analyses. Zhao et al. (2010) suggest looking for the 
significance, but not the sign, of the indirect effects.
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Hypothesis 2: The seven proposed CBT variables will each mediate the 
relationship between voice hearing and clinical recovery, when accounting for 
all other variables within a multiple mediation model. The proposed ACT 
variables will not mediate this relationship.
Table 4 summarises the results of the multiple meditation analysis looking at 
the relationship between voice hearing and clinical recovery for all proposed 
mediators. A total of 42% of the variance in the relationship between 
characteristics of voice hearing and levels of clinical recovery was explained 
by the proposed model. This was calculated using the formula: 1-(cVc)*100 
(Gaudiano et al., 2010). Four mediators were found to significantly and 
independently explain the relation between voice hearing and clinical 
recovery: namely negative perception of one’s self; ability to live with voices 
rather than struggling with them; perceived malevolence of the voice; and 
perceived omnipotence of the voice.
Three out of four of these variables are skills professed to be adaptive, 
according to a CBT approach. The other proposed CBT mediators did not 
demonstrate significant unique effects, and thus in this investigation did not 
show any additional contribution to mediating the effect independent of the 
four mediators mentioned. An ‘ACT mediator’ was also found to significantly 
contribute a unique effect to the mediation process in the relationship of voice 
hearing on levels of clinical recovery, namely acceptance.
The two-dimensional conception of studying mediation advocated by Zhao et 
al. (2010) highlights the importance of considering both the direct and indirect 
effects in meditation analysis. Despite a significant indirect effect, the direct 
effect is also still significant. This suggests there remain omitted mediators 
that mediate the relationship between characteristics of voice hearing and 
levels of symptom recovery that are unaccounted for.
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Table 4
Unstandardised B eta Coefficients fo r  M u ltip le  M ediation Analysis fo r
C lin ica l Recovery (using 5 0 0 0  bootstraps, n=150)
Independent
variable
(IV)
Mediating
variable
(M)
Dependent
variable
(DV)
Effect 
of IV on 
M 
(a)
Effect 
of M on 
DV 
(b)
Direct
effect
(C) (axb )
Indirect
effect
95%CI
Total
effect
(c)
HPSVQ- BCSS-pss HPSVQ- -.33* .003 .30** .001 (-.04, .04) .71**
char BCSS-nss imp .46** .13** .06* (.02,.15)
BCSS-nos .45** -.05 -.02 (-.07, .01)
BCSS-pos -.14 -.04 .01 (-.01, .06)
VAAS9-acc -.28** -.21* .06* (.001, .18)
VAAS9-ind -.21** -.06 .01 (-.03, .08)
BAVQ-mal .71** .15* .11* (.02, .24)
BAVQ-omn .79** .24* .19* (.06, .35)
BAVQ-ben .02 -.16** -.003 (-.05, .04)
Note. HPSVQ-char=characteristics of the voices; HPSVQ-imp=level of clinical 
recovery; BCSS-nss=negative perception of one’s self; BCSS-pss=positive 
perception of one’s self; BCSS-nos=negative perception of others; BCSS- 
pos=positive perception of others; VAAS9-acc=acceptance: ability to live with voices 
rather than struggle with them; VAAS9-ind=independence: ability to act purposefully 
and live well even as voices persist; BAVQ-omn=perceived omnipotence of the 
voice; BAVQ-mal=perceived malevolence of the voice; BAVQ-ben=perceived 
benevolence of the voice.
Note. Even when considering malevolence and omnipotence as one factor, this did 
not affect the results as other significant mediators stayed the same. Unique 
mediators were: BAVQ-mal+omn; BCSS-nss; and VAAS-acc.
*p<.05. **p<.01 (two-tailed)
PERSONAL RECOVERY
Hypothesis 3: The two proposed ACT variables will individually mediate the 
relationship between hearing voices and personal recovery. However, the 
seven CBT variables will not mediate this relationship.
When running individual analyses for each proposed mediator, seven out of 
nine variables were found to significantly mediate the relationship between
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voice hearing and personal recovery. As in the hypothesis 1 testing, neither 
positive perception of others, nor perceived benevolence of the voice, were 
found to significantly mediate the relationship between voice hearing and the 
DV, in this case level of personal recovery. Thus while both ACT variables 
individually mediated this relationship, so did five out of the seven CBT 
variables.
When considering the test run for the mediation of perceived omnipotence of 
the voice as mediator, the direct effect between voice hearing and level of 
personal recovery was no longer significant, suggesting a full mediation of 
this relationship could be explained by perceived omnipotence of the voice.
Table 5
Unstandardised Beta Coefficients fo r  Single M ediation Analyses o f  
Personal Recovery (using 5 0 0 0  bootstraps, n=150)
Independent
variable
(IV)
Mediating
variable
(M)
Dependent
variable
(DV)
Effect 
of IV 
on M 
(a)
Effect 
of M on 
DV 
(b)
Direct
effect
(C) (axb )
Indirect
effect
95%Ci
Total
effect
(c)
HPSVQ- BCSS-pss RASR -.33* 2.07** -1.39** -.70* (-1.43, -.08) -2.08**
char BCSS-nss .46** -1.56** -1.36** -.72* (-1.36, -.24)
BCSS-nos .45** -.87** -1.69** -.40* (-.92, -.08)
BCSS-pos -.14 1.44** -1.88** -.22 (-.80, .21)
VAAS9-acc -.28** 3.12** -1.22** -.84* (-1.74, -.27)
VAAS9-ind -.21** 2.87** -1.48** -.62* (-1.20, -.19)
BAVQ-mal .71** -.65** -1.61** -.47* (-1.04,-.07)
BAVQ-omn .79** -1.43** -.95 -1.16* (-1.98, -.37)
BAVQ-ben .02 .84** -2.10** .01 (-.21, .25)
Note. HPSVQ-char=characteristics of the voices; RASR=level of personal recovery; 
BCSS-nss=negative perception of one’s self; BCSS-pss=positive perception of 
one’s self; BCSS-nos=negative perception of others; BCSS-pos=positive perception 
of others; VAAS9-acc=acceptance: ability to live with voices rather than struggle 
with them; VAA89-ind=independence: ability to act purposefully and live well even 
as voices persist; BAVQ-omn=perceived omnipotence of the voice; BAVQ- 
mal=perceived malevolence of the voice; BAVQ-ben=perceived benevolence of the 
voice.
*p<.05. **p<.01 (two-tailed)
3556476
124
Hypothesis 4: The two proposed ACT variables will each mediate the 
relationship between voice hearing and personal recovery, when accounting 
for all variables within a multiple mediation model. The proposed CBT 
variables will not mediate this relationship.
Using the formula from Gaudiano et al. (2010) it was found that 51% of the 
relationship between characteristics of hearing voices and levels of personal 
recovery was mediated by the included variables. Three variables were found 
to uniquely affect the relationship between voice hearing and personal 
recovery, namely: positive perception of one's self; ability to live with voices 
rather than struggling with them; and perceived malevolence of the voice. 
Thus only one of two ACT variables was found to mediate the relationship 
when accounting for the other variables, and two of the CBT variables also 
still uniquely mediated this relationship.
Nonetheless, as in the previous multiple mediation analysis, despite a 
significant indirect effect, the direct effect (c’) remains significant. This 
suggests that there remain omitted mediators that mediate the relationship 
between characteristics of voice hearing and levels of personal recovery. In 
the discussion further potential mediators will be proposed.
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Table 6
Unstandardised B eta Coefficients fo r  M u ltip le  M ediation Analysis o f
Personal Recovery (using 5 0 0 0  bootstraps, n=150)
Independent Mediating Dependent Effect Effect Direct indirect Total
variable variable variable of IV on of M on effect effect effect
(IV) (M) (DV) M DV (C) (a X b) 95%Ci (c)
(a) (b)
HPSVQ-
char
BCSS-pss RASR -.33* 1.14** -1.07* -.37* (-.95, -.07)
BCSS-nss .46** -.48 -.25 (-.62, .06)
BCSS-nos 45** -.26 -.11 (-.39, .03)
BCSS-pos -.14 .30 -.06 (-.35, .06)
VAAS9-acc -.28** 1.76** -.44* (-1.24, -.05)
VAAS9-ind -.21** .52 -.12 (-.55, .27)
BAVQ-mal .71** .96** .67* (.23,1.39)
BAVQ-omn .79** -.44 -.37 (-1.00, .43)
BAVQ-ben .02 .58* .001 (-.13, .24)
-2.08**
Note. HPSVQ-char=characteristics of the voices; RASR=level of personal recovery; 
BCSS-nss=negatlve perception of one’s self; BCSS-pss=posltlve perception of 
one’s self; BCSS-nos=negatlve perception of others; BCSS-pos=posltlve perception 
of others; VAAS9-acc=acceptance: ability to live with voices rather than struggle 
with them; VAAS9-lnd=lndepenclence; ability to act purposefully and live well even 
as voices persist; BAVQ-omn=percelved omnipotence of the voice; BAVQ- 
mal=percelved malevolence of the voice; BAVQ-ben=percelved benevolence of the 
voice.
Note. Note. Even when considering malevolence and omnipotence as one factor, 
this did not affect the results as other significant mediators stayed the same. Unique 
mediators were: BAVQ-mal+omn; BCSS-pss; and VAAS-acc.
*p<.05. **p<.01 (two-tailed)
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Discussion
Summary of main findings
The first two research questions in this study set out to determine whether 
the proposed mechanisms of change in Cognitive Behaviour Therapy for 
psychosis (CBTp), rather than in Acceptance and Commitment Therapy for 
psychosis (ACTp), mediated the relationship between voice activity and 
clinical recovery (i.e. symptom reduction). Findings were that all variables 
except ‘positive perception of others' and ‘perceived benevolence of the 
voice’ mediated this relationship when considered individually. Thus a 
combination of both CBTp and ACTp variables were found to mediate this 
relationship. Moreover, when accounting for other variables within the 
mediation model, four variables were found to independently mediate the 
relationship between hearing voices and clinical recovery, namely negative 
perception of one’s self; perceived malevolence of the voice; perceived 
omnipotence of the voice; and acceptance (an ACTp variable).
The final two research questions asked whether the proposed ACTp 
variables mediated the relationship between hearing voices and personal 
recovery, rather than the CBTp variables. The same ACTp and CBTp 
variables that mediated the relationship between hearing voices and clinical 
recovery were also found to mediate this relationship. When taking other 
variables into account in a multiple mediation model, three variables (two 
CBTp and one ACTp variable) were found to uniquely mediate the 
relationship between hearing voices and personal recovery, namely positive 
perception of one’s self; beliefs about malevolence of the voice, and 
acceptance. The multiple mediation model of this relationship only shared 
some similarities with the clinical recovery model, suggesting different paths 
to each form of recovery.
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Outline of the Discussion
This discussion will examine to what extent the variables have a mediating 
effect on both types of recovery, and how this fits with previous research. The 
different ‘recovery profiles' of clinical and personal recovery will then by 
explored, in the context of multiple mediation analyses. The implications for 
practice will be considered, both in terms of the CBT and ACT modalities as 
well as the different recovery approaches. The strengths and limitations of 
the study will be outlined, followed by suggestions for future research. The 
discussion will conclude by reiterating the main points of the discussion and 
highlighting the novel contribution of this study to the literature.
Single mediator findings
Hearing voices and both clinical and personal recovery were found to show 
the same pattern of mediating variables when each mediator was assessed 
individually. Seven out of the nine ACTp and CBTp variables were found to 
independently mediate the relationship between hearing voices and both 
forms of recovery. This suggests that the constructs of clinical and personal 
recovery might be close enough in nature to be affected by similar 
mechanisms.
Self-schema
Both positive and negative self-schemas were found to mediate the 
relationship between voice activity and both forms of recovery. Smith et al.
(2006) found that negative perceptions of self were an important factor in 
predicting levels of distress (levels of clinical recovery). They also explored 
the extent to which positive perceptions of self were affected with grandiose 
delusions, and found that these were related. It was not made clear in the 
study to what extent the delusions featured voice hearing. Fannon at al.
(2009) found similar findings to corroborate Smith at a/.’s (2006) findings. 
Notably they did not include the BCSS as a measure, and instead only used 
Rosenberg’s Self-Esteem Scale (Rosenberg, 1965). It is therefore difficult to 
find precedence for the impact of positive evaluations of the self on the voice
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hearing experience, as it is unclear in research to what extent self-esteem 
and positive sense of self (as measured by the BCSS) are equivalent 
constructs.
Other-schema
In this study, negative, but not positive, perceptions of others each mediated 
the relationship between hearing voices and both clinical and personal 
recovery. Fowler et al. (2006) found that voice hearers showed very negative 
evaluations of others, relative to a student sample, suggesting this to be a 
unique factor within the voice hearing experience. Fowler et al. (2006) did not 
find a significant difference between their student sample and their voice 
hearing sample with regards to positive evaluations of others, and did not 
suggest whether a positive perception of others might be a protective factor. 
It appears from findings from the current study that holding a positive schema 
of an ‘other’ (whether that is another in one’s social environment, or the voice 
itself) does not have a significant bearing on the relationship between hearing 
voices and level of distress. This suggests that only particular internal 
representations of others might affect the way that hearing voices relates to 
clinical and personal recovery. This is somewhat in contrast to Birch wood et 
al. (2004) who purported that both positive and negative self and other 
schema are important to consider when supporting voice hearers.
Beliefs about voices
Chadwick et al. (1996) emphasise the importance of the person’s 
interpretation of their voices. They suggested that, in particular, people’s 
beliefs about voice power and intent are key mediators of outcome. In this 
study, beliefs about voice malevolence (intent) and omnipotence (power) 
were each found to significantly mediate the relationship between hearing 
voices and each construct of recovery, when not taking any other variables 
into account. This supports Chadwick et a/.’s (1996) ABC model of voice 
hearing distress.
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Beliefs about voice benevolence were not found to have a mediating effect 
on the relationship with hearing voices and either clinical or personal 
recovery. Even though this study cannot ascertain the directionality of 
relationships, this could suggest that a benevolent voice may not be a 
protective factor in the voice hearing experience. Romme and Escher (2000) 
spoke extensively about how hearing voices could be a supportive 
experience, but these results suggest that voice benevolence is not a 
contributory factor to voices being experienced as supportive and 
consequently higher levels of recovery.
Acceptance of Voices and Independent Action
The ACT variables included in this study were acceptance of voices, and 
action independent of voices. Both were found to have a significant mediation 
effect on the relationships of hearing voices and clinical recovery, as well as 
hearing voices and personal recovery. This supports findings (e.g. Bach & 
Hayes, 2002) that developing skills of acceptance and independence can 
lead to positive outcomes for clients. The body of evidence regarding the 
importance of acceptance as a mediator in recovery is growing. Wicksell et 
al. (2010) for instance demonstrated how acceptance mediates the 
relationship between chronic pain and valued living. Borg and Davidson
(2007) advocate that ‘recovery’ should occur in the context of the everyday, 
and the variable ‘independence’ ties in closely with this idea. Borg and 
Davidson (2007) asserted in their paper that participation in everyday 
activities is most indicative of a good prognosis. However, the current study 
cannot comment on directionality, and is therefore unable to establish 
whether the ability to live well despite hearing voices facilitates a greater level 
of personal recovery, or vice versa.
Multiple mediation findings
Looking at each variable in isolation can potentially over-inf late the perceived 
importance of each identified mediator: in reality two or more variables may 
be able to explain a proportion of the same variance within a relationship.
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Multiple mediation analyses were therefore conducted, which included all 
proposed mediators in order to determine whether certain variables had a 
unique effect on the relationship between voice activity and recovery. 
Preacher and Hayes (2008) explained that the inclusion of more 
hypothesised mediators within a multiple mediation analysis reduced the 
likelihood of parameter bias within the results. Variables not found to reach 
significance in this study's single mediation analyses were still-included in the 
multiple mediation models. It was considered possible that all variables might 
still make a contribution to the relationship when controlling for the other 
variables, despite the fact they did not reach significance when considered 
on their own.
The single mediation investigations made it appear as if the relationships 
between hearing voices and each form of recovery worked in identical ways. 
However multiple mediation models in this study demonstrated different 
‘recovery profiles’ in each relationship. This suggests that the mechanisms of 
change in each relationship are somewhat different.
Results of a multiple mediation analysis are dependent on the variables that 
are included in each analysis. The results are based on each variable’s 
impact relative to the other variables included in that particular analysis. It is 
therefore not possible to compare the particular results with previous 
research, as it was not thought that a previous study exists that has used all 
these measures in this way. Instead, in the following sections will be a 
discussion of the ways in which the mediators of each type of recovery may 
operate in different ways.
Mediators of clinical recovery
Only four of the nine potential mediator variables played a unique role in 
mediating the relationship between voice activity and clinical recovery. 
Negative perceptions of self, beliefs about voice malevolence, beliefs about 
voice omnipotence, as well as acceptance, were all found to uniquely 
mediate the relationship. The first three mediators suggest tendencies for
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negative and potentially persecutory thinking styles, and this may be affecting 
the manner in which the voices may be experienced as more distressing. 
Within the relationship between voice activity and clinical recovery, each of 
these mediators accounted for a unique part of the variance. Acceptance, 
namely how able a person is not to engage with the voices, also played a 
unique role in mediating this relationship.
Negative perceptions of one’s self and beliefs about voice omnipotence were 
found to uniquely mediate the relationship between clinical but not personal 
recovery. These two mediators appear to corroborate Birchwood (2002)’s 
assertion that social rank theory can be used to explain distress in some 
voice hearers. Feeling dominated by a powerful other, while feeling low and 
subordinate in oneself, was thought to lead to distress, and in this way give 
credence to the social rank theory. It may be interesting to consider why 
these two mediators were found to uniquely affect the relationship between 
hearing voices and clinical recovery, but not personal recovery. It may be that 
these two variables tapped into aspects of distress, as they both relate to 
negative conceptualisations of the self and others. These may not tap in to 
the positive elements that personal recovery (as measured using the RASR) 
assesses.
Mediators of personal recovery
Three of the nine potential mediator variables uniquely mediated the 
relationship between voice activity and personal recovery. As with clinical 
recovery, beliefs about voice malevolence and acceptance were found to 
significantly, and uniquely, mediate the relationship between hearing voices 
and personal recovery when accounting for the other variables within the 
model. Unlike with clinical recovery, positive sense of self uniquely mediated 
the relationship between voice activity and personal recovery. Therefore, 
possessing positive self-schema may help to explain personal recovery 
above and beyond that of the other variables included in the model. This is 
an important finding, and may perhaps be overlooked when using more 
symptom-focussed outcome measures. It also supports Chadwick’s (2006)
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endorsement of strengthening positive self-schema rather than weakening 
negative self-schema if personal recovery is seen as the primary outcome.
Positive perception of oneself uniquely mediated the relationship between 
hearing voices and personal recovery, but not clinical recovery. Little 
research has looked expressly at the relationship between hearing voices 
and the personal recovery construct, instead focussing on distress or 
symptom reduction. Hodgekins and Fowler (2010) have looked into possible 
factors associated with personal recovery by assessing people's levels of 
personal recovery at two time points, and tried to identify what factors may be 
linked to any identified changes. They measured personal recovery by 
conducting a semi-structured interview about the participants' activity levels 
within their community and meaningful activity within the previous month. 
They found that positive perceptions of self (as measured using the BCSS- 
pss), and hope, were linked to increased rates of personal recovery. Despite 
not conducting any mediational analyses, their data suggested that these 
positive-focussed elements may mediate personal recovery. Hodgekins and 
Fowler (2010) suggested the promoting positive perceptions of oneself, along 
with hope, should be a key focus in personal recovery-oriented interventions.
Little other research could be found regarding hearing voices and the 
personal recovery approach, and this study therefore provides important 
exploratory data as to some of the unique ways in which people could be 
supported to work towards their personal recovery.
Implications for practice
The cross-sectional design meant it is not possible to make any firm 
conclusions about the potential for change based on the presence of the 
proposed variables. Thus the findings cannot comment on the validity of 
therapeutic approaches perse, as these rely on a process of change. 
Nonetheless, the findings can provide indications of further longitudinal 
research that is warranted based on the current findings.
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Potential implications for CBTp and ACTp
Bringing about parsimony amongst therapies may be a helpful way of 
streamlining therapeutic approaches in practice. Findings from this study 
suggest that both CBT and ACT processes may independently facilitate both 
types of recovery. This in turn suggests that an integrated CBT/ACT 
approach may be of most benefit to people experiencing distressing voices, 
however further research is necessary to establish this more definitively.
Kazdin and Nock (2003) assert that the development of an evidence-base for 
therapeutic approaches needs to include an extrapolation of which 
mechanisms of change operate within a therapy to bring about a therapeutic 
effect. Both CBT and ACT variables were found to mediate the relationships 
between hearing voices and recovery, and thus could be considered to 
provide tentative support for the use of both of these therapeutic approaches.
The findings from the current study suggest that it may not be useful for 
therapists to help a person to perceive their voice as benevolent. In the 
current study, perceptions of voice benevolence did not significantly mediate 
the relationship between their voice hearing experience and their level of 
recovery.
On the other hand, findings from this study suggest that it may be particularly 
helpful for therapists to specifically address self-schema, other-schema, 
beliefs about voice malevolence and voice omnipotence, as well as develop 
a person's skill in acceptance of their voice hearing experience. Person- 
Based Cognitive Therapy (PBOT) for distressing psychoses developed by 
Chadwick (2006) integrates mindfulness approaches (of which acceptance 
forms a significant part) into his cognitive framework for supporting clients 
with distressing voices. Approaches such as PBCT have the potential 
therefore to integrate both the ACT and CBT mediators that were found to be 
important in the current study in potentially facilitating clinical and personal 
recovery.
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Implications for Recovery approaches
The findings in this study suggest that even though the two constructs of 
recovery share some of the same mechanisms of change, some of the 
change processes appear to be distinct from each other. For that reason one 
cannot make the assumption that people who are facilitated to achieve a 
clinical recovery will naturally also possess the skills to follow a path of 
personal recovery (Davidson & Roe, 2007), and vice-versa. Both skill sets 
therefore may need to be attended to within a therapeutic agenda.
Finally, this study highlights that the choice of outcome measure might 
impact the perception of effectiveness of the therapeutic intervention based 
on which aspects of recovery the measure privileges. Choice of measures 
should therefore be sensitively considered, particularly when determining the 
effectiveness of therapies for the purposes of research and treatment 
development. Effectiveness research might benefit from including measures 
of both clinical and personal recovery.
Strengths and limitations
Methodology
The study’s internet recruitment strategy enabled people from a range of 
backgrounds to take part, including those who had never been in touch with 
mental health services. Whereas a large proportion of previous hearing 
voices research has recruited from clinical populations, the current method of 
sampling gave an opportunity to draw on the lived experience of those who 
had not sought professional support. It is well established that this sub­
section of the voice hearing population may perceive voices in different ways 
relative to those that have accessed external support, or may employ 
different coping strategies to manage their voices (e.g. Romme & Escher, 
2000).
Nonetheless, the internet-based recruitment strategy did mean that 
participants completed measures independently, rather than with the support
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of researchers through face-to-face interviews. This increased the chance 
that participants may have accidentally or purposefully misreported on their 
experiences. This was an accepted limitation when designing the study, as it 
was thought to be outweighed by the benefits of the internet recruitment 
strategy.
This study was able to recruit a considerably large amount of participants, 
relative to samples often used in RCTs. The large sample means that 
findings can be quite confidently reported as a representative sample of the 
larger voice hearing population. As previously outlined, Lawrence et al. 
(2010) found that internet recruitment of voice hearers samples a similar 
cross-section of the voice hearing population to that of more traditional 
clinical recruitment methodology.
Whether or not participants were in receipt of anti-psychotic medication, and 
their stability on the medication, was not taken into account during data 
analysis. This may have been a factor in the person’s experience of their 
voices, and therefore may have affected the degree to which assumptions 
can be made about how much of a real’ effect particular thinking styles, or 
approaches to life, had on hearing voices. RCTs frequently only include 
people who have been stable on anti-psychotic medication for at least three 
or six months. However it can conversely be argued that this is an 
unrepresentative sample of voice hearers.
Cross-sectional v Lonqtitudinal design
This study only looked at a cross-section of a population sample at a single 
time-point. It is therefore not possible to draw conclusions about the causal 
relationship between variables. It would be possible to test the present 
hypotheses by collecting data across several time points to identify whether 
the relationship between voice hearing (time 1) and recovery (time 3) is 
mediated by the proposed mediator variables (time 2). A longitudinal study 
such as this would allow stronger conclusions to be drawn about the causal 
relationship between variables in this study.
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Neither the current research design, nor the proposed future research 
design, is able to comment on whether methods of coping with voice hearing 
(such as acceptance) occur as a consequence of hearing voices, or are 
already inherent within a person's natural repertoire prior to having started 
hearing voices. Therefore future development of longitudinal studies of 
populations at high risk of developing voices may contribute to theory 
development by describing how certain psychological factors may predispose 
people to voice hearing.
Statistical analysis
Alternative quantitative methods of examining the data might have provided 
benefits above and beyond those of mediation analysis. For instance path 
analysis is a statistical technique primarily used to compare the strength of 
direct and indirect relationships amongst variables. As well as measuring the 
indirect effect a potential mediator might be having on a relationship, path 
analysis is able to compare multiple indirect effects, as well as identify 
variables’ moderating effects within the proposed model (Lieras, 2005). It 
may also have allowed inclusion of both dependent variables to be 
considered in one analysis, which may have carried benefits. In future 
research it may be worth considering using this approach for the analysis of 
non-causal data.
Choice of variables
As outlined in the methodology section, results from an exploratory factor 
analysis suggested that the variables ‘perceived malevolence of the voice’ 
and perceived omnipotence of the voice’ may be a unitary construct and 
should therefore be collapsed into a single variable. However considerable 
theoretical literature and research into CBTp interventions has always 
conceptualised these factors as distinct. In order to allow for comparisons to 
be made between this study and previous studies, it was decided to keep 
them as separate variables in the primary analysis. However, in a secondary 
analysis, it was found that collapsing the variables into a single factor and re­
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running the analysis did not impact the overall result outcome. It is worth 
considering that this finding could have important implications for the theories 
underlying CBTp, and a re-consideration of the process variables for CBTp 
may well be useful. Furthermore the BAVQr questionnaire might not possess 
the psychometric properties it pertains to have. A separate paper for 
publication will be written, to critically examine the factor structure of this 
measure.
An inherent difficulty in drawing comparisons between different studies 
frequently cited by researchers (e.g. Arch & Craske, 2008) is that studies 
may often use different outcome measures to measure variables. This can 
make it hard to build upon previous research and allow for generalisation. For 
instance in some research self-esteem may be measured using the 
Rosenberg's Self-Esteem Scale (Rosenberg, 1965). This may well be 
comparable to the BCSS’ positive self-schema variable included in this study. 
However, only tentative conclusions can be drawn based on the fact that 
there is a risk they are tapping into slightly different factors. Smith et al. 
(2006) state that the BCSS’ positive self-schema section of the questionnaire 
measures overt but possibly not covert self-esteem. Thoughtful choice of 
measures to balance not encumbering the participants unnecessarily with 
length questionnaires, but including universally accepted and appropriate 
measures, is therefore an important consideration in research design.
It is considered a strength of the study that a range of variables from different 
therapeutic modalities were incorporated into the search for mediators. This 
made it possible to draw comparisons between the effectiveness of both ACT 
and CBT variables within the same study. This is considered useful for the 
scientific testing of theories (Preacher & Hayes, 2008). In doing so, some of 
the difficulties of comparing two separate studies were eliminated: difficulties 
of attempting to compare studies using different measures, or having 
recruited from different populations, were avoided in this way. However, the 
ratio of seven CBT variables to two ACT variables was unbalanced, and 
perhaps a more even distribution may be more helpful in future research.
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Two versions of recovery were included in this study. This provided a unique 
element to the research design. To the knowledge of the researcher, this is a 
novel approach to working with mediators in the area of hearing voices. 
Valuable insights could be gleamed regarding the different paths to recovery, 
as well as the variables' potential power in the relationship between hearing 
voices and one form of recovery relative to another form of recovery.
Future research questions
In both the clinical and personal recovery multiple mediation analyses, not all 
the variance could be explained by the proposed mediators. Therefore further 
variables likely exist that act as mediators within each relationship. Zhao et 
al. (2010) emphasise the importance of considering what unknown mediators 
might be affecting the unexplained variance following a mediation study. It 
could be speculated that attachment style may for instance be a mediating 
variable within the hearing voices and recovery relationship, as an 
association between insecure attachment styles and psychosis has been 
found (e.g. Ponizovsky et al., 2007) in the past. A secure attachment style 
may serve a protective function through having facilitated the person to 
generate and sustain close relationships in their community. Conversely, an 
insecure attachment style may influence the way in which a person relates 
unfavourably to their voice.
Furthermore, a person’s social or cultural background may also mediate the 
relationship between voice activity and level of recovery. It is well researched 
that despite equal rates of hearing voices in various ethnic communities, the 
proportion of those who report distress by their voices varies significantly 
across different cultural groups (Johns et al., 2002). This suggests that 
cultural factors may influence a person’s rate of recovery, which may include 
culturally held beliefs and expectations of hearing voices.
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A variable not measured in the current study, believability of voice content, 
might be a further mediating variable, as this was found by Gaudiano et al.
(2010) to be a significant mediator for the relationship between voice hearing 
and distress. However, their single-item scale may mean that further 
research is needed to develop this as a measurable variable.
Considerable literature exists that demonstrates that the quality of the 
therapeutic relationship may be the greatest indicator of therapeutic change 
(e.g. Bentall et al., 2002), and this could not be accounted for in this study. 
People may benefit from the reparative nature of a therapeutic relationship 
where they are listened to, respected, and valued. This could in turn 
potentially be associated with an increased positive sense of self (in this 
study found to mediate the relationship with voices and personal recovery) or 
temper the negative perception of self (in this study found to mediate the 
relationship with levels of clinical recovery). Alternatively, simply by opting 
into therapy may imply that a person may be more ready to think more 
openly and flexibly with hope about finding alternative ways of thinking or 
approaching their difficulties. Attending regular therapy sessions may also 
bring with it an increase in their sense of internal locus of control, which may 
be another missing mediator in the present study. It may therefore be 
interesting to evaluate the mediators identified in the current study as 
potential mechanisms of change during therapy. Such a study would benefit 
from also including additional potential mechanisms of change such as a 
measure of the quality of the therapeutic relationship and a measure of locus 
of control.
Summary of discussion
This study found that almost all proposed CBTp and ACTp based skills 
mediated the relationship between clinical and personal recovery when 
considered on their own. When looking more closely at how the variables 
uniquely mediated the relationship, different patterns were found within the 
clinical and the personal recovery paths suggesting they have different
3556476
140
‘process profiles'. The differences within each relationship were explored, 
and the implications of this for theory and practice were outlined. Finally, 
suggestions for further research to build upon these findings were offered.
Conclusions
Findings from this study have potentially important implications in the process 
of developing therapies for hearing voices. Further longitudinal research is 
necessary, however these results suggest that both CBT and ACT skills may 
make unique contributions to the voice hearing phenomenon. Tentative 
conclusions may be drawn regarding the potential benefits of both as 
therapeutic modalities. It is suggested that a therapeutic approach integrating 
CBT and ACT concepts, such as Chadwick’s Person-Based Cognitive 
Therapy for distressing psychoses (2006), may be of added clinical benefit in 
comparison to either CBT or ACT in isolation in the context of both clinical 
and personal recovery. However further research able to measure change 
over time is needed to make more definitive conclusions regarding the 
efficacy of these therapeutic approaches.
Somewhat different processes were discovered for the relationship between 
hearing voices and clinical recovery, relative to the relationship between 
hearing voices and personal recovery. This study thus contributes to a wider 
discussion on the consideration of a holistic view of recovery when evaluating 
clinical outcomes, rather than solely privileging symptom reduction. 
Therapeutic goals should be clearly stated in terms of clinical and/or personal 
recovery, and the therapeutic approach tailored to these goals in line with 
findings from this and other relevant studies.
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Component
1 2 3 4 5 6 7 8
BCSS-nss bcss1_r1 .336
(negative bcss1_r2
.Ï
.725
perception bcss1_r3
--
.760
of one’s self),, bcss1_r4
bcss1_r5
bcss1_r6 %
A.
iiliii
BCSS-pss bcss1_r7 -.672
(positive bcss1_r8 -.819
perception bcss1_r9 -.801
of one’s self) bcss1_r10
bcss1_r11
bcss1_r12
-.647
-.709
-.773
BCSS-nos bcss2 r1 .862
(negative bcss2_r2 811
perception bcss2 r3 829
of others) bcss2_r4
bcss2_r5
bcss2_r6
.688
.888
.884
BCSS-pos bcss2_r7 .841
(positive bcss2_r8 .762
perception bcss2_r9 .847
of others) bcss2_r10 .842
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bcss2_r11
bcss2_r12
VAAS-acc vaas_r1
(acceptance) vaas_r2
vaas_r4
vaas_r8
VAAS9-ind vaas_r3
(independence) vaas_r5
vaas_r6
vaas_r7
vaas_r9
BAVQ-ben bavqr_r2
(perceived bavqr_r5
benevolence of bavqr_r8
the voice) bavqr_r11
bavqr_r14
bavqr_r17
BAVQ-mal bavqr_r1
(perceived bavqr_r4
malevolence bavqr_r7
of the voice) bavqr_r10
bavqr_r13
bavqr_r16
BAVQ-omn bavqr_r3
(perceived bavqr_r6
omnipotence bavqr_r9
.841
.872
.812
.857
.778
.641
.858
.809
.601
.647
.866
.780
.362
.610
.842
.924
.774
.51
.370
.728
.803
.775
.697
.409
.654
.425
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of the voice) bavqr_r12
bavqr_r15
bavqr_r18
.28
,478
.14
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization, 
a. Rotation converged in 14 iterations.
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Appendix B -  sample letter to voice hearing organisations
f  UNIVERSITY OF
Clinical Psychology D epartm en t 
AD Building 
University o f Surrey  
G uildford  
Surrey  
G U2 7XH
D earxxxxx,
RE: Request to  advertise our Doctoral Research Project on the  HVN w ebsite
W e  are a research tea m  at th e  University o f Surrey w ith  a passion fo r clinical w o rk  and 
research w ith  people w ho  hear voices. O ur tea m  consists o f tw o  tra in ee  Clinical 
Psychologists, Alison Holt and Esther Clarke, as w ell as Dr. Clara Strauss, Clinical 
Psychologist. W e  are aw are  o f th e  substantial support th a t organisations such as th e  
Hearing Voices N e tw o rk  provide to  th e ir  m em bers and th e  w id e r com m unity.
W e  are conducting research into th e  factors associated w ith  distress and voice hearing. 
Specifically w e  w an t to  discover w h a t factors m ight p ro m o te  recovery fro m  distressing  
voices. W e  w ould  like to  invite people w h o  hear voices to  partic ipate in o ur in te rn et-b ased  
research, and fee l this is best achieved through advertising o ur research on w ell used 
w ebsites such as yours. Participants w ill be asked to  com plete  a num ber o f questionnaires  
through o ur w ebsite . This should take  ab o ut 25 m inutes. Responses w ould  rem ain  
anonym ous. To th an k  people fo r th e ir  tim e , participants can choose to  e n te r into a prize 
d raw  fo r a £50 , £ 4 0  or £3 0  Am azon voucher.
W e  w ould  like to  request a description and link to  o ur study's w ebsite  be d istributed  to  
yo u r m em bers, through fo r instance your HVN group, in a n ew slette r o r on yo u r w eb site . In 
o rd er to  give you th e  fullest understanding o f w h a t m ay be asked o f potentia l participants, I 
have attached a PDF file  o f all th e  screens participants are asked to  w o rk  through in case 
this is helpful. Page 3 is th e  study's inform ation  screen inform ing participants ab o ut th e  
study. The w ebsite 's  address is w w w .fahs.surrev.ac.uk /survev/vo ices. W e  w ould  o f course  
be interested in hearing any com m ents you m ay have ab o ut o u r site.
Thank you fo r  taking tim e  to  read about o ur research and fo r  considering o ur request. 
Please do contact m e on m y details below  if you w an ted  to  ta lk  through any aspect o f th e  
research project fu rth er.
Yours sincerely.
Alison Holt Esther Clarke Clara Strauss
Trainee Clinical Psychologist T rainee Clinical Psychologist Research T u to r
a.holt@ surrev.ac.uk e.c larke@ surrev.ac.uk c.strauss@ surrev.ac.uk
Appendix C -  Website screens
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• S ta r t :
C Hearing Voices; Research Into  
Relationships and Recovery
Thafïk you very much for your interest in our study, which aims to look at relationships and recovery 
in people who hear voices.
I f  you would like to see whether you can help us with our research, and the chance to win Amazon 
vouchers worth up to (US) $75 in your preferred currency, please click on the arrow below.
o
I f  you v<3fst k  e x i i  th e  s tu d ,,  click h ere . T tiit v..!i ta k e  you ta  th e  i ik i r r - a t to i  c c reer.
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Thank you for your interest in our study.
uxrmLsnYOFHearing Voices: Research into ,
Relationships and Recovery \  > SURREY
sagficritB;
Are you between the ages of 18 and 65?
IfœSÜYesU
Ifiaentengi
Can you read and speak English fluently?
|flueRteng=l|
u
|fiuetstervg=2|
■"•”"■0 “* -  No
; voices 5
Have you heard a vmce in the last week?
:voices=2i I^Q,
fwhenyl
When did you first stert hearing voices?
:whenv=l! _ , . .
-  ^  I  have never heard voices
|whenv=2j , ,
—"Q—  Less than 3 months ago
Between 3 and 6 months ago
fwlieriv=4|
5 months ago or more
- T r z z z z T r r m  ioo%
I f  you want to  e x it ifie  study, didc here. This w ill take you to  the information screen.
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:start2:
G USiVERSmrOF
SURREY
Our names are Alison Holt, Esther Clarke and Dr Clara Strauss. We are
members of a hearing voices research group based at the University of Surrey, England. We have 
secured ethical approval for our current project from the Faculty of Arts and Human Sciences. We 
hope that this research will improve treatments offered to people in the future, to help them 
manage their experiences.
We are looking for people who have been hearing voices for at least three months. Setting this 
minimum time-frame helps us measure comparable experiences of voice hearing. If this is true for 
you, we would like to ask you to complete a series of short questionnaires. This should take no 
longer than 25 minutes.
To show our appreciation we will enter those who email their contact details into a prize draw 
for three Amazon vouchers worth up to (US) $75 in your preferred currency.
Hearing voices impacts people in different ways and we are interested in understanding why some 
people are more able to cope than others. The questionnaires will ask you about your experiences 
of hearing voices as well as other aspects of your life. Your responses will be used in two separate 
projects which both look at different: aspects of recovery from hearing voices. All identifiable 
information and data will be kept confidential and secure.
It  is possible that answering some of the questions could be upsetting and you are free to stop at 
any point It may be helpful for you to have a person you trust close by, to support you if you 
become distressed. I f  you are unsettled by taking part, we provide details of support organisations 
at the end of the study that might be able to help. You will also have the option of receiving 
information on the findings of the project once the research has been completed.
The services and support you receive from professionals will not be affected by how you answer 
the questions, nor if you choose to withdraw part way through the study.
If  you have any questions you would like to ask us before you take part, please feel free to email 
us at a.holt@surrev.ac.uk or e.darke@surrev.ac.uk.
Many thanks for your time.
If  you would like to take part in the study, please click on the arrow below to go to the next page:
100%
I f  y«J want to exit the stody, dick hene. This will la te  you to the information screen.
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Consent
Please read the following sta tem ent and dick 'yes' at the end of the page if  you are In 
agreement or 'no' if  you do not wish to take part In this study:
I  voluntarily agree to take part in the study run by Esther Clarke, Alison Holt and Dr Clara Strauss 
on examining the experiences of people who hear voices.
Î  have read and understood the information provided. I have been given a full explanation of the 
nature, purpose, and likely duration of the study, and of what I  will be expected to do.
I  have been advised about any discomfort and possible ill-effects on my health and well-being 
which may result. I have been given the opportunity to ask questions on all aspects of the study 
and have understood the advice and information given as a result.
I  understand that all personal data is held and processed in the strictest confidence, and in 
accordance with the UK Data Protection Act (1998). I  agree that I  will not seek to restrict the use 
of the results of the study on the understanding that my anonymity is preserved.
Î  understand that I  am free to withdraw from the study at any time without needing to justify my 
decision and without prejudice.
Î  acknowledge that in consideration for completing the study I shall be placed in a draw for 
vouchers for Amazon.com worth up to (US) $75 in your preferred currency.
Î  confirm that I have read and understood the above and freely consent to participating in this 
study. I agree to comply with the instructions and restrictions of the study.
Do you consent to take part in this study?
G%rr“ ™ 100%
I f  you want tc exit the study, elide here. This v.-ill take yc j  tc  the information :
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Q  You w ill n ow  be g u ided  th ro u g h  e ig h t q u estion n aires  th a t  w ill ask  yo u  ab o u t yo u r  
exp erien ces . T h e re  a re  no r ig h t o r w ro n g  an sw ers  to  an y  o f  th e  q uestion s. I f  yo u  
a re  n o t su re  h o w  to  a n s w e r a  question  p lease m ake  y o u r b e s t guess.
P lease re m e m b e r th a t  y o u r responses a re  anonym ous.
I f  ycu  vicint to  e x it  th e  liu d y , d id .  Ivere, T î i i j  vjill la k e  you to  the  in fo rm a lio;i iC feen .
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leorj
U  The statements below are concerned with how you generally feel In your relationships with 
people you are close to. We are interested in how you generally experience dose 
relationships, not just what is happening in a current relabonship.
Respond to each statement by clicking a circle to indicate how much you agree or disagree with the 
statement.
Please answer these questions about people you are close to (e.g. partner, parents, and close 
friends).
Strongly
disagree
Strongly
agree
1. I'm afraid that I l 
will lose others' 
love
to stay with me.
3 . 1 often worry that
others do not really 
love me.
4 . 1 worry that 
others won't care 
about me as much 
as I  care about
them.
5. I often wish that 
others' feelings for 
me were as strong 
as my feelings for 
them.
. about my
relationships.
7. When others are
become interested 
in someone else.
8. When I shew my 
feelings for others. 
I ’m afraid thev ws 
not fpf-i tho same 
about rne.
leaving me.
doubt myself.
11 .1 do not often
worry abcat being 
abandoned.
12. I find that 
thers don’t want to 
get as close as I  
would like.
13. Sometimes
jthers change their 
feelings about me 
for no apparent 
reason.
14. My desire to be 
very close 
sometimes scares
ecn (2 = 2.
:eOT_rl=3i
te
;eor_ri=4|
#
iecrr_rl =5; lear_rl=6; lec!T_rl=7;
te
ecrr r2 = i 
' ■ *
ecn_r2 = 3j ecy_r2=4j ecrr ,2=b: 
“  w
. e c r r  t2 = 7
;ecrr_r3=lj ^ecrr_r3=2| i®^7r_r3=3| jec-_r3=4- |eo-r_r3=5| |eOT_r3=6J |ecrr_r3=7|
C) 0
6^ct_i4=2| ec'(_i4-4 ec-i_i4=5 ‘ €C 4-6 ec.-_'4=7
3 '
îecrr_r5=î| iBcrr r 5 - 2 i ieoT r5=3‘ jecrr_r5=4|a*»-*-»»> «■<«» iecT r5=5? |eoT_r5=6| ieen-_r5=7|
• ecn-_r6=l-
O'"
er-r_rfe=5; :pr-_'6=7 
*■ - « ¥
Jecrr r7=lï I ecrr_r7=2j |ecrr r7=3| ;eoT_r7=4|
W
|ecrr_r7=5| feoT r7=6| 
L:/
|ecrr_r7=7|
te
^ecrr_rfl=2- ^ecT_rS=3; ecrr_rS=4. [ecrfl'r8=5* ,ec-_S=7^
;ecrr_rS=îj |Bcrr^r3=2| ^ec(T^=3j :ec(T_r9=4: ;eorT_r9=5| !carr_r9=6,i ;ec»te.r9=7!
0 Ü Ù 0 g
St'cng:y
disagree
1 6
Strer-g:/
agree
7
: ecrr_rlO= 1 j :ec(r_rlO=2: :ecrf_(iO=3 : ;ecn_ri0=4: :ecnr_rlO=5 ; |ecnr_rlO=6: ;ecrr_rlO=7 ;
0 V O u te t e
-ecrr r l l= l :
L/)
'ecrr rll=Z- JeoT rH=3; ::i«3rT_^rll=45 Seen- rî 1=5f
.V
•ecrr rll= 6 ; -ecrr r ll= 7 ;
•ecrr^rl2=l ; • ecrr_^rl2=2J ^e<^^rl2=3; ;e^ ^ rl2 = 4 j ?ecrr^rl2=SJ • ec^^rl2=6J • ecrrtej2=7-
w te te te te
:»ecrr rl3 = i; îecrr rl3=2;
te
•ecrr rl3=3;
Ü
•ecrr rl3=4; iecnr_rl3=5j -ecrr rl3=6> •ecrr_rl3=7t
: ecrr_rl4= 1 ; 
0
• ecrr_rl4=2 ; •ecn- rl4=3;44 .i.t-4ÎTè? *.*» ». »»< * a iecrr rl4=4: •ecrr rl4=5: •ecrr rl4=6 ; lecir_rl4=7s
te
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people away.
15. I'm  afraid that
■ ïa e ir i lF
won't like who I 
really am,
16. I t  makes me 
mad that I  don't get
the affection and '
support I need from ^  
others.
1 7 .1 worry that I  j
won t measure up  .................
to other people.
Issiw1s:î3| 1^ !^!!:.^ !ijg) # te
iSî e c rr_ r l7 = 2  |!;:;-Secrr_rl7=3 |;s®| e c r r_ r l7 = 4  : - e c r r_ r i7 = 5 1
 3  Z  Z  3 ....
îe a r_ r i6 = 7 |
18. others only
seem to notice me —^ -7%----- '
when Tm angry.
Strongly
disagree
19. I prefer not to 
show others how I 
feel deep down.
2Ü. 1 fro! 
comfortable sharing 
::my:: private
- others. ,
;e t r r _ r lB = 2 ;  ;e a T _ r l8 = 3 Î  ;e c r r_ r lB = 4 *  !c c r r_ r l8 = S i
ite te) te)
;e e rr r iS = 6 f  tc c r r  r l 8 = 7 î
21. I  find ft difficult 
to allow myself to 
depend on others.
2 2 .1 am very
comfortable being *
' :|g close tS p tfw s -f l
23. I  don't fee! 
comfortable opening 
up to others.
: : S.!:0pre#r
be toôofiiilÉiai^
25. Î  get
fSeorr_r20=2; ;ecn-_r20=3; ;eaT_r20=4e 5eonr_._
iecrr_r21-=2| |ecrr_r2i=3| |ecir_r21=4| |ecrr_r21=5|
rr_r20-6^
te
Strongly 
gre■"71
^r23=3f ?eoT r23=4|
B" ••©■...
■_r24=6, / c r r _ r 2 4  = ;
uncomfortable when i;
others want to be 
very dose.
2 5 . I fine ft
te)
?ecrr_r25=2; -‘caT_r25=35 ;ecTT_r25=4i jecrr_r25=5; :eoT_r25=6; «ear r25=7:
 g — —g ---
reWrivi#::aa#fe#^#W
get close to others.
27. It's not difficult ^ 
for me to get close •' 
to others.
7=1?
te
stronglydisagree ■ 
1
te te  te te
!«*7T_r27=7j
G/ w
Sîrcrqlv
#7':
28. I usually
dîKussmy r ,; ; r ,s :n
problems and ...... •^-.•4.
concerns with ^
others.
29. I t  helps to turn I— Ÿ"r29= r
30. I  tell others just ?ecrr_r30=l; 
about everything. Q
31. I  talk things 'ecrr_r31=l:.': ! ;i:: ■ ■ ■ ">te .' •:■:• ' : XK?.«;<.xyiÿ » «•KX»< « »
3 2 .1 am nervous 
when others get too >-^ r—<—j
close to me. ^
■ ::i
comfortable ? ecrr_r33= 1 :. . gï te.: -:.......
|eaT_r28=2? :ecrr_r2S=3? ?ecrr_r2B=4! iecnr_r28=S?---- 4_ ...^ ..._ .----------------
r3 0= 2 ; ;eciT_r30=3; :ecrr_ r30=4; ;€crr_ r30=5;
0  u  — ........
:ecn-_r29=6? :ecTr_r29=7:
U O
r31=3 if
.!ET:T.'.3Zi=2j :^ ^ K = 3 j :^^r^=4j
w w‘ te te
r32=6; ?ecrr_f32=7:.5..,.,,,... .......y..........
3556476
161
othefs. #4 «W#,,#44 *»#*« X#,&«#*4 V # »* »4 # * ÿ 4 «•'<.««« It# #«'*'»«.## #« f *#####««« S##4 4t#4*a ^ »»##e#«###*#*#4 #4 4 4# ft* » ■ • *.V« ** » 4 «*■<« #4
34. I find it easy to ie c r r  r 3 4 = i ;  ? K r r_ r3 4 = 2 j ie c rT _ r3 4 = 3 i ie c r r  r3 4 = 4 Î  jc c r r  r3 4 = 5 j [e c r r  r3 4 = 6 | j e a r  r3 4 = 7 |
depend on others. Ü  U  U  te U  O  U
35. It's easy for me i;;;rr5 :5 i
to be affectionate .....
with others.
O fl ore r^3 IIV
a o .  y u i e r s  le a w y  je c tT _ r 3 6 = l|  :e c r r_ r3 6 = 2 : .e c r r_ r3 6 = 3 i S e c n _ r3 6 = 4 | : e c r r _ 3 6 = 5 i f e o i_ r 3 6 = 6 |  ,e c r r_ r3 6 =  7|
my needs. te ® te te te te te
(thMNl w ah  penmkston: fira k v , R. C., WmHwr, N. C., & SremnmR, K. O .. 2000)
h
I f  you w a n t fco e x it  tihi« study, d idk hef». Tlia; will take you to the  information screen.
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Q Please choose the ONE response that beat describes your experience of voices DURING  
THE PAST WEEK including today.
How frequenüv did you hear a voice or voices?
ih p sv i|l= l| No jhps¥ql=2i Less îhpsvtjl=3| OOCe |fipsvql=4i Several ihpsv!3l=5Î All of the
U  voiœs 0  than U  or #  times #  time/Constantly
once twice a day
a a
day day
j hpsvqzl
How bad are the things the voices say to you?
ibEgiZrll (hgEvqz i^ m t  Fairly Very Horrible
g  saying ^  that j  bad ^  bad U  "omoie
bad bad
things
:'hpsvq3:
How loud are the voices?
Voices Very quiet Average Fairly Very bud
U  not Ü  O'ke 0  (sarrm Q  loud u  (ye"mg
present whispering) as my or
own shouting)
voice)
How long do the voices usually last?
îhpsvq4=ii Voices ihpsvq4=2| A few shpsvq4=3; A few ;hpsvq4=4| Mofe ;rhpsvq4=5f Longer
■ u  not @ seconds ( j  minutes ^  ‘ fean 10 '  "’y  "™ than 1
present to 1 minutes hour/they
minute but less just
than an seem to
hour persist
jhpsvqSt
How much do the voices interfere with your daily activities?
ihP?«)5=y No .hpsyq^zj A [hp^5=3; Moderatelv hpsvq5=4; Quite Extremely
U  interference ^  little ( j  "uuB.dLMy j  a bit U  interfenng
bit
ihpsvqS»
How distressing are the voices that you hear?
;hpsvq6=i| No voices
" u
distressing
jhpsvqG=2| A
nttle
bit
fhpsvqG=3f
0 Moderately ®  a bit
|}ips¥q6=5| Extremely 
@ distressing
i hpsvq?;
How bad (worthless/useless) do the voices make you feel about voursetf7
ihpsv'q7=li No
u voices make 
me feel 
bad
;hpsvq7=2| A
little
bit
|hpsvq7=3: Fairly ;hpsvq7=4 : Very . . . .
^  bad @ bad ®  bad (as&
[hpsvqT '^sl Extremely
bad as I 
can feel)
3556476
ihpsvqg:
How cleartv do you hear the voices?
163
|hpsvqs=i4 Voices hpsvq  ^ Very 
^  ‘ not * mumbled
present
Fairly 
U  mumbled
Fairly 
#  clear
|fipsvq8=5Î Very 
clear
voices
hpsvqSj
How often do you DO what the voices say?
hpsvq9=3|îhpsvq9=l ! Never jhpsvqS=2! , 
— ^ ------ /  No — 0  Rarely
voices 
telling 
me 
what 
to do
Sometimes  ^Often jh p s v q 9 = 5 l Always
Van UeshowL R .3 . &  Col 1 0« 2007)
I f  you i<ant Jo e x it  t i e  study, click h e re , This v<i!l take  you to  th e  n fo rm a tio n  s s 'ecn .
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■bcSStCMt;;
Q  This questionnaire lists beliefs that people can hold about themselves and other people. 
Please indicate how strongly you hold each belief.
Try to judge the beliefs on how you have generally, over time, viewed yourself and others. 
Do not spend too long on each belief. There are no 
response to each belief is often the most accurate.
fb css ll
MYSELF
Do
it at all
i am unloved -te
I  am worthless U
ibcssl_r3=ii
Î  am weak —— —te
T . LI jbcssl_r4=l;
I am vulnerable  - r r ......
W:;- : 
?bcssl_r5=li
I am Dad te
- K xWx-w y» -
,  :bcssl_r6=l
. a W ure te: ; ;
jbcssl r7= lj
I  am respected
. , , ibcssl_r8=l
I  :am : vaWable %
, t e : '
,  . . . , ibcssl_r9=l;
I  am talented — %%-------te
,  ;bcssl_'10=l
I  « R  SUCOBSSftll "  - .......:te : I : | |
|bcssl_5-ll=ljI am good .u » -» .-
. ;bcssl r l2 = l :  !
I am interesting ............. -
Believe it 
moderately
Believe it 
very much
;bcss l_ rl= 3 | |bcss l_ rl= 4 l
0 te
;bcssl_r2=3
te
bcssl r2=4
— 3 —
:bcssl_r3=3| jbcssl r3=4j
te
:bcssl_r4=3: jbcssi_r4=4i
;bcssl_r5=3s jbcssl_r5=4|
0 0
|bcss l_ rS = 3 î||:| jbcssl_r6=4:
' : te IIP “ "te-? ' s
;bcssl_r7=3i
te
tŸ-y-k#
:|bcssl_r7=4i
te
|bcssi_r8=3ï:;:H;:| ;bcssl_rB=4;
#0 '
Believe it
îbcssl r l - 5 ;
;bs3si_r3=5i
:bcssl_r4=5i
|bcssl_r5=5;"n"
* •»«« « ♦«
;bcssi_r6=5
t < » #1 (f
;bcssi_r7=5{
te
|bcssl_r3=5«
te
>bcssl_r9=4bcssl r3=3
bcssl rlO=4 : bcssl rl0=51 rlO=3
jbcss l_ rll=3?
te
bcssl r l l= 4 î bcssl r l l= 5
bcssl r l2 = 3 ' : bcssl r l2=4 '‘ • bcssl r l2=5
3556476
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Do not believe 
it at all
Believe it 
slightly
Believe it 
moderately
Believe it 
very much
other people are 5 b c s s 2 ^ r l = iJ ib c s s 2 _ r l= 2 f ;b c s s 2 _ r l= 3 J ib c s s 2 ^ r l= 4 :
hostile Ü te •w- D
Other people are 
harsh
bcss2 r2 = 2a • ■ ^ ■ ;b c s s 2 _ r2 = 3 :
t e
•facss? r2 = 4
■ ‘ V.. '
Other people are 
unforgiving
sbcss2 r 3 = l | ;bcss2  r3 = 2 | jb css2  r3 = 3 | Ï b css2_ r3 = 4  :
Other people are ib cssZ  l4 = i ; bcssZ •4 = 2 bcss2 r4 = 3 b css2 _ r4 = 4 -
bad w t e
Other people are ■bcss2 r 5 = l ; :b c s s 2 _ r5 = 2 i ;b c s s 2 _ r5 = 3 j ■bc«s2 r 5 = 4 ‘
devious t e •— te
Other people are ' bcss2 rf>= 1 ; fo c s s 2 _ r6 = 2 ^ 'b css2  r6 = 3" bc£s2_rb=4
nasty * ' o  * t e t e
Other people are 
fair
:b c s s 2 _ r7 = l|
t e
|b c s s 2 _ r? = 2 ;
t e
jb c s 5 2 _ r7 = 3 | ;facss2 r7 = 4 | 
te
Other people are ;::: |b c s s 2 _ r8 = i: ; b css2_ rS =2 ; bcss2_ re=3 ;bcss2_'-D = 4 .
good : IlillKte g g t e g t e .  ; :
Other people are 
trustworthy
:b c s s 2 _ r9 = l j 
0 "
|b c s s 2 _ r9 = 2 ; ;bcss2  r5 = 3 | |b c s 5 2 _ r9 = 4 |
Other people are :bcss2  •■10=1 ■ ;;;bcss2 r lO = 2 ;bcss2  110= 3 ii|b c 5 s 2 _ r lO = 4  ;
accepting : t e  :
Other people are
supportive
:b c s s 2 _ r l l  =  l j
O '
! b c s s 2 _ r l l= 2 :
t e
’jb c s s 2 _ r l l= 3 |
te
i b c s s 2 _ r l l  = 4 1
te
pother: people :ahi ïbcss2  r l 2  = l jb c s s 2 _ r l2 = 2 : ;bcss2  r l 2 = 3 ; |S b c s 5 2 _ r l2 = 4 |iK :
truthful 0 ' j: | u
{Used wiA pennraisswn fowkr, D., Freeman. 0., Smith, B„ Kuipenr, E., & B«bblngt®« P., 2006)
1 00%
Believe it 
totally
|fac^^rl=5J 
ifbcss2  r2 = 5 g
  5 .....
;bcs52 r3=5t
sb«^2_r4=5H
jb c s s Z _ r5 = 5 t 
Î ;b c s s 2 _ r t= b
ib cssZ  r7 = 5 ;
te
,bcss2 r€ = 5 .
■ b c s s 2 _ r9 = 5 j
te
;i b c s s 2 _ rlQ = 5  :
i  b c s s 2 _ rl 1= 5 : 
W
îbcss2  r l 2 = 5 ;
-..J
I f  y o u  w a n t  t o  e x r t  th «  s tu d y ,  d ic k  t e r n . T t iis  w il t  ta k e  y o u  to  t h e  in few n^a tioo
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1
'p‘‘9'
Over the LAST 2 WEEKS, how often have you been bothered by any of the following 
problems?
Not
at all
Sevffl'al
days
More than 
half the days
Nearly 
every day
1. Little interest or pleasure in doing
things
Îp h q _ rl= î| |ph£|_rl=2| 5phq_rl=3i |phq_rl=4 !
2, Feeling down, depressed or hopeless
;pKq_r2=l.‘ phq_r2=2; Îphq_r2=3;
• ........................* [p };q_ f2= fj
3. Trouble falling or staying asleep, or 
sleeping too much
fpbq_r3=ls
w
|pfiq_r3=2: |phqjr3=3|
te
iphq_r3=4î
0
4. Feeling tired or having lilUe energy
:phq_r4= l: :ph£Lr4=2
Ê Ë W K Z #
;phq_r4=3i
g g g g g g
;
5. Poor appetite or overeating
6 . Feeling bad about yourself - or that 
you are a failure or have let yourself or 
your family down
iphq_r5= lf ;phq_r5=2i
8
iphq_r5=3| 
" " ' t e ...........
îphqj-5=45
W
|p b q _ ^ = i: ;phq_Æ=4;
ü
7. Trouble concentrating on things, 
such as reading the newspaper or 
watching television
iphqLr7= i: ïphq_r7=2|
te
:phq_r7=3:
te
;phq_r7=4i
0
8 . Moving or speaking so slowly that 
other people could have noticed? Or the 
opposite -  being so fidgety or restless 
that you have been moving around a lot 
more than usual
ipKq_rS=l‘ |phq_r8=2| « «
1
'phq_r8=3: Îphq_r8=4-
9. Thoughts that you would be better 
off dead or of hurting yourself in some
way
iphq_r9= l:
0
Jp(HL.^=Z| |phq_r9=3:
te
|ph(|_r9=4:
g
(Used wiëi pam isaw : IKreenke, K., S;wtzer, R.L, & WAams, 1.8.,
/ ' t e l
1EX)%
tf you want to exK the study, click here. This will tste you to f e  Wonnabon screen.' : ''
3556476
167
jrasr!
m m
Please answer these items according to how much you currently agree with the following 
statements, from 'strongly disagree' to 'strongly agree'
Strongly
Disagree Disagree
Not
Sure Agree
Strongly
Agree
i ,  I  have a desire to succeed.
ifBsr_rl=lj
X.
;rasr_rl=2|
'" '" u
jrasr_rî=35
te
;rasr_rl=4; ?rasr_rl=5;
te
2 . 1 have my own plan for how to stay 
or Decone we!:.
îrasr_r2=l. :rasr_r2=2;
U
“ îrasr r2=3
-" '" P ......
rasr_r2=4-
L-
:rasr_r2=5it» » # 4 X X X X • •■4»
3. I have goals in life that I want to
reach.
jrasr_r3=l j jrasr_r3=2| jrasjjr3=3i : rasr_r3=4 j • rasr_r3=5;
..... J  .......
4 . 1 beKeve that I  can meet my current 
personal goals.
^rasr_;4=lj :rasr_r4=2;■ »•( Ï • ,rasr_r4=3 . jr3sr_r4=4.»*’ " »,♦*>*» X «•»» ' ;rasr_r4=5:
w-
5 . 1 have a pur;x)se in life.
îrasr_r5=lf
te
?rasr_r5=2Î
te
?rasr_r5=3|
w
1 rasr_r5=4 \
X.
|rasir_r5=5!
6 . Ev«î when I don't care about myself, 
/  other people do.
jrasr_rfc=l
.....
irasr r6=2
.... ' Ô ' " '
i|rasr_fo=3 : : rasr_r6=4 
..... te" '
|rasr_rti=5
te
7. Fear doesn't stop me from living the 
way I want to.
|rasr_r7=l;
te
;rasr_r7=2* |rasr_r7=3:
s.-
;rasr_r7=4| ;rasr_r7=5i
te
8. I can handle what happens in my ,'«sr_'a=i. jrasr_rfi=2; jrasr ?S=3;
..... 5 .....
frasr r8=5. •.....
9 . 1 like myself. ;rasr_r9=li
w
;rasr_rS=2:
u
|r3sr_f9=3| :rBsr_r9=4; irasf_rS=5i
arongly
Disagree Disagree
Not
Sure Agree
Strongly
Agree
10. I f  people really knew me, they 
would like me.
;rasr_riO=l ; • rasr_rl0=2;
u
trasr_riO=3Î :rasr_rlQ=4£ *Msr_rlO=5i
1 1 .1 have an idea of who I  want to 
beœme.
::resF_rll = l; f|rasr_rll=2;;:: jrasr r31=3;
me »* ♦ » et e tast_rtl=4 :'as-_rll = 5 
0
12. Something gocxi will eventually ■ rasr_rl2=i; |rasr_rl2=2; trasr_fl2=35 irasT ri2=4s |rasr_rl2=5::
happen. s.. 'te te
13. I'm  hopeful about my future.
jresr_rî3=i f fras'_rl3=2
U
’ras'_rl3=3-
te
= rasr_rl3=4j -as'_rl3=5;
1 4 .1 continue to have new interests.
jrasr_ri4=is
te
|rasr_rl4=2|
...... -J ........
|rasr_rl4=3;
w
1 rasr_rl4=41
te
|rasrj-14=5|
te
15. Coping with my mental illness Is no ras'_rl5=3; . rasr_-15=4; ■ras'-_rl5=5
longer the main focus of my life. P te te
16. My symptoms interfere less and
less with my life.
avmDtpms seem to be a, 
; pToWem for shorter periods of time 
" . eadh tâne they m ^ r .
5rasr_ri6=3;
..
|rasr_rî6=4| irasr_rl6=5«
:-asr_'17=l ■
U
!rasr_rl7=2;
o
!rasr_ri7=3: ; ; rasr_rl7=4 ; 
0
.:;rasr_rl7=5:
' te :
1 8 .1 know when to ask for help.
;rasr_rl8=i; |rasr_rlB=2; ;rasr_rlS=3; :rasr_rl8=4|
....................
;rasr_rlB=5:
'te 0 te te
3556476
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19. I am willing to ask for help. 
2 0 -1 ask for help when I  need it.
21. I can handle stress,
2 2 .1 have people I  can count on.
23. Even when I don't believe in 
myself, other people do.
It  is important to have a variety of 
friends.
strongly
Disagree Disagree
Not
Sure ■ ■ Agree
strongly
Agree
;>rasr_rI9 = i i |rasr_rl9=2f
...........u .............
irasr_rt9=3î
te
irasr_rl9=4j
U
jrasr rl9=5!
irBsr_r20=if irasr_r2D=2 ;rasr_r20=3; ;rasr_r20=4f ;rasr_r20=5j
|^^r_r21=_ij jra ^ r2 1 = 2 | i r a s f ^ l  = 3| ;rasr_r21=4| îrasr^21=5 |
Z - ..........
-  0 te #
?rasr_r22=î: ;rasr_r22 = 2 :rasr_r2 2=3 ■  rasr r22=4::: ;rasr r22=5?
}rasr_r23=l 1 ■ rasr_r23=2 j
w
irasr_r23=3i irasr_r23=4| Irasr r23=5|
te
;rasr_r24=i ? jrasr r24=2 ;resr_r24=3; I I  rasr_r24=41°> jrasr r24=5
la io R ë
. ^
(Ueed * i A  Cw ngaij, P. W „ C iH w t. D., R*«lwd. f . ,  Leary. M .. & Olwdje. I . .  1999)
I f  y o u  w a n t  to  e x i t  th e  s tu d y ,  d id c  here^-Th fe  w il l  tsd*» y o u  to  th e  In fo rm a tio n  s t le e n .
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Q Please read each statement and tick the box which best describes the way you 
feeling IN  THE PAST WEEK
have been
hearing voices
When I  disagree with a voice, I  simply 
notice it and move on
while I hear voices
My voices are just one part of my life
I  cant have a good life while I  hear 
voices
My voices stop me doing the things I  
want to do
Hearing voices has taken over my life 
Î  have teamed to live with my voices 
I struggle with my voices
(Used wâh permîsâom Ratchff, 2GËQ)
Strongly
Disagree Disagree
Neutral or 
Unsure Agree
Strongly
A g re e
[va 3 s_ rl= l| :vaas_rl=2| :v33s_rl=33 ivaas_rl=4 i ivaas_rl= 5 |
te te
^vaas_r2—1 ; ii¥aas^r2=2 : :vaas_rZ=3; i|ivsas_r2=4fe; vaas_i^=5|
: ; ■ te
ivaas r3 = lr
.......7 "  "
iv3as_r3=2i
te
ivaas_r3=3; ivaas_r3=4; ;vaas_r3=5;
te
jvaas_ j4= l : ;vaas_r4=2. ilvaas f4=3; S ;;vaas jr4 -4 ii
..........
j vaas_r4=5 ;
r:
!v3as_i-5=li jv33s_r5=2ï Î¥aas_r5=3i ïvaas_r5=4ï I vaas rS=5l
-F 0
:V3aS_lt=l; [v3as_r€=2 vaas r6=3
... . .
:vaas_r€ = 4 : vaas_rS=5;
te te
:v335_r7=l:
te
• vaas r7=2t jvaas_f7=3i :vaas_r7=45 
........w .........
:vaas_f7=5f
:y33S_r8=l: |vaas_r«=2': ivaas t8=3 ;¥aas_rfi=4: :vaas_rB=5;
: : t e  ' U g te :  '
ivaas_rS=li :vaas_r9=2î
0
svaas_r9=3i |vaas_rS=4i vaas_r9=5i
te te te
j—y
0%l 100%
If  you want to exrfc the stody, dick here. This will fake you to the nfcrrrah:.-' screen.
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L . L iHwMtt UwK# » fw
isüiz!
Over the LAST 2 WEEKS, how often have you been bothered by the following problems?
Not at all Several days
More than 
half the days
Nearly every 
day
1, Feeling nervous, anxious or on edge
*qad7 rl=l: îgad7_rl=2î |g3d7_rl=3Î îg3d7^rl=4|
te w B "  I T ' "
2. Not being able to stop or control ?gac7_r2=r •gad7_f2=2: ■g3d7_r2=3: ;g3d7_r2=4;
worrying ji l i i i te
3. Worrying too much about different
things
■gad? r3=lj» f? * <r¥ ft F # *
te
•pad7^ r3=2:
te
fgad7_r3=3|* ft ft-tg-j ¥ ft ft
w
tg3iJ7_r3=4;
4. Trouble relaxing igad7 r4=2; Îgad7_r4=4;w S te
5. Being so restless that it is hard to
sit still
5gad7_r5=l| igsd7_r5=2|
te
jgW7_r5=3i jg3d7_r5=4;
6. Becoming easily annoyed or irritable :gad7_r6=l:3|x >»■»«■< , . , ,
jflilll te te
i|ig 3 d 7_ F S = 3:
te
•gsd? r€=4;
7. Feelir^ afraid as if something awful 
might happen
■gad7_r7=ii igad7_r7=2| Igad?_r7=3;
- g - "
i§ad7_r7=4-
(Used penm««M«: SpRzer, K. 1^ Kreeidte, IL  Wil&ams, 1 B. W. & Lowe, B., 2006)
0%| 100%
If you want to exftthe study, didk here. This will take you tc the information scret
» :
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W  Please read each statement and tick the box which best describes the way you have been 
feeling in th e  PAST W EEK.
I f  you hear more than one voice, please complete the questions for the voice that Is 
dominant.
D is ag re e U nsure S ligh tly  A g ree
s tro n g ly
A gree
1 . My voice is punishing m e  fo r
som eth ing  I  have  done
;faavcr_rl = i ; ; bavqr r l = 2> ■bavqr r i= 3 -  
. . .
•bavqr r l = 4 1
2 . M y vo ice  w a n ts  to  help  m o
:bavqr rZ=l ■
Ü
; bavqr r2 = 2 •bavqr r:=3
3 . My voice is v e ry  pow erfu l
•bavqr r3= l-
0
•bavqr r3=2; 
...
? bavqr r3=3 ? •bavqr_r3=4;
t e
4 ,  M y voice is persecu ting  m e  fo r  no  
good reason
^bavqr_r4=l^ bavqr_r4=2 ;bayqr_-4=4|
- ,
5 . My vo ice  w an ts  to  p ro te c t m e
îbavqr r5 = lî • bavqr r5=2. ; bavqr r5=3-« ■»5jTx> « <■ <•* C • bavqr r5=4;
te
6 . M y voice see m s  to  know  e ve ry th in g  
ab o u t m e
T....................Î
fbavqr r6= l: ■bavqr r€ = 2' » » * * «
:*XX»»*W'X.XK*»4KXX.X***. (!«.>» 4 .44 .».*
M M i - t e i i l »
7 . My voice is evil
ibawqr r7=l? • bavqr r7=2- |bavqr_r7=3|
V.
8 . My voice is help ing to  k e e p -m e  san e
bavcr_rB=l" 0 ••• * bavqr_r6 = 2 ‘ ^bavqr_-8 =  3^ bavqi_'«=4-
9 . M y voice m akes  m e  do th ings  I  rea lly  
d o n 't  w a n t bo do
fbavqr r9 = l|  
0
;faavqr_rS=2;
D
■;bavqr_r9=3;ikr y.î* r « Y >;.f > <•-F r X r X > ^  i ‘bavqr r9=4<
" " " O '
1 D. M y  voice w a n ts  to  ha rm  m e bavq' rlO=l;:* “ * • V ite
-'bavqr_rlO=2j Savqi rlO =3‘ 
# » » *
t e _ _
1 1 . My vn 'ce is h e lo r  g "-^e ro ceve io p  
n y specia l pow ers o r a c r itie s
^bavq<-_rll = l ‘ ;bavqr_rll=2ï :faavqr_rii=3 1 
..
;bavqr_rll=4f
1 2 . 1 can not contro l rny voices
^bavqf_rl2 = l ^ r  -bavqr -12=2*  * -- - • 0 ^bayqr_rl2 = 3- ! bavqr rl2  = 4
■w
1 3 . My voice w a n ts  m e  to  do bad th ings
îbavqr_rl3=lî
'  g ............
•bavqr rl3= 2 | : bavqr rl3=4 -
t e
1 4 . My voice !s help ing m e  to  ach ieve  
m y go al in life
bavqr_rl4=l T a ,^ ,_ rl4= 2 ; bavqr_:14=3: : bavqr_rl4=4 ‘ 
■ -  ■■
15 . My voice w ill ha rm  o r  kill m e  if  I  
d iso bey  o r  res is t it
1 bavqr_rl5=l i
Ü
•bavqr_rl5=2;
g
;bavqr_rl5=3s
te
; bavqr rl5=4 :
16 . M y voice is try in g  to  corru p t or
destroy  n e
bavqr_rl6 = l^
te
,bavqr_rl6=2
l i i i i i f f i l t e i i i i i i i
bavqr_rl6 = 3
l i i i i iB iÉ r f i i i i l iH I
bavqr rl&=4j 
■■ " 1  •
1 7 . 1 am  g ra te fu l fo r  m y voice
: bavqr_rl7=l ? •b a v q r r l7 = 2 *
te
rb avq r r l7 = 3 ? •b a v q r r l 7 = 4 |
te
13 . My voice rules m y  life
j ; b a v q r  r l 8 = l? b avq r r l 8 = 3  =
. : te
: fa a v q r_ r l8 = 4  j
1 9 . My voice reassures  m e
te
;b a v q r_ r l9 = 2 j
te
•b a v q r_ r l9  = 3 Î
te
• b a v q r_ r l9 = 4 j 
0
2U. M y voice fr ig h ten s  m e
b a vq r r 2 0 = l ; : b a vq r r20=2? I b avq r r2 0 = 3 - : b a vq r r2 0 = 4  •
te
2 1 . My voice m akes  m e happy
: bavq r_ r21  =  l f
te
;b a v q r_ r2 1 = 2 ? ^ b a v q r_ r2 1 = 3  • :faa vq r_ r21 =4 ?
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.te* . .
;r r23=3j -bavqr r23=4|
■Ü............- B —
U % 3 [= !? ^ 2 j L ^ S K 2 4 = ? i  ,b « 9 .rtr2 4 = 4 :
_ jiB |illte  : ' Ï  iiiiiN fifig 'te ?  j jgg?0g0g iW  _
. . .. :faavqr_r25=l| |bavqr_r25=2 j |bavqr_r25=3 : ibavqr_r25=4j
25. My voice makes me feel anxmus «— ^  -------^
22. My voioB makes me feel
23, My voice makes me fee! angry 
24. My voi-QB makes me fee! calm
# te te
ttayq^ g^ l^p
26. My voice makes me fee! confident 
{Used w *h  perm*M*on: Chadnwck, P., Lees, & , & BirdMMod, M„ 290@)
bavqr_r26=2: 'bavqr_r26=3 =
O  O
0% 100%
I f  you wanttæ  e x it the  study, d idc here. This wNt taIre you to  the  information
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foemotert;
Participant Information
1. How old are you?
I gender?
2. Gender
Female
Male
|gender=3? «gender 3 otherÎ
Ü  Other (please specify):
f  relationship I
3. What is your current relationship status?
?reiationshfp=l| . , — ». Single
relationship, married or in a civil partnership
?relationsh(p=3| „  _ , ,-  —  Divorced or separated
I relationshfp=4|
L Widowed
|relatH>nshtp=5| |relationship 5 other?
V  Other (please specify): f
IqualiflcatiDnsI
4. Which qualifications do you have? (please tick all that apply)
jqualificatjons l |  _—------— =— No format qualifications
school at 16 with qualificationsU
|_gj^  school at 18 with qualifications
îquahfïcatîons_4| , ,  , . . .Undergraduate degree
jqual?flca1ions_5| _  . . ...... Postgraduate degree
I.»";:
5. Are you currently working or studying?
time or part time education 
Full time or part time paid work 
Full time or part time voluntary work 
Not <3jrrently in education or work
fwors=5| |wors_5 odier?
W other (please spedfy): |
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îlhringl
6 . What are your current living arrangements?
Living wfth partner, parents, femiiy or friends
5 |jvinq=2? .Living on own
Living in supported accommodation or hostel
5lmng=4î -Lvrnq 4
@ Other (please specify); I  j
7a. Is English your first language?
Yes 
4 -  No
jefi
iofli
7b. I f  no, what is your first language?
8 . How would you define your ethnic background?
L^ !FjSCr.?J English/ Welsh/ Scottish/ Northern 
te"**"" Irish/ British
iEthkfey=2î .  .
Gypsy or Irish Travellerw
:Etiiicity=4| !Ethldîy_4_ctherj
Q  Any Other
white _________________ _
background, I j
please write 
in
White and Black Caribbean 
White and Black African 
White Asian
iEtiisctty=8j fEthîâtyJB_oîher|
Ü  Any Other
mixed _________________ _
background, I 1
please write 
in
Asian/ Asian British#
Indian
Pakistani
What is your current country of residence?
UK
|EthK3ty=12| Bangladeshi
EUski£y=13
|EthK3ty=14:
= Chinese
I Ethidty_14_oEber|
Any other 
Asian
background, [  
please write 
in
îÉdtŸ=ls|
te
iidtV=17|
te
Black British Caribbean
Black British African
African
ikîty=lB* Caribbean
jioty=19|
ÎEthfdïy=20î
u
? E th td ty = 2 l|
te
i  E th ic iE y_19_other|ifc X4.X* *K X ««.««I X » »**««>«*« K »«•.*-«
Any other 
black/ african/ i 
Caribbean ’ 
background
Arab
lEth:ôty_21_oEher:
Any'otfrër 
ethnic group, i 
please write ' 
in
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|c o tjn try = 2 î , ,”"'"0 ""— Ireland
scouiniTy=3
ît»UTilry=4S Canada
Australia
Zealand
|c D u n try = 7 ; |c o u n try  7  o th e r !
U other: please specify r
:onW:
9. Sometimes people who hear voices experience mental heahh problems, but this is not always 
the case. Do you have a current mental health diagnosis given by a psychiatrist?
:c m h d _ lj NoU
îcm hd_2 î ^
*‘**TT'*"~ sure
jcmh'd 3? _  . . . .— Q ---  Schizophrenia
Schizoaffective disorder 
J Another form of psychosis 
Bonderiine personality disorder
lJ
Bipolar disorder
;Cmhd_B| _Depression
:cmhdl_9| Aoxiety (e.g. Post-traumatic stress disorder (PTSD), obsessive compulsive disorder 
""'LT'" (OCD))
jcm hd_10| !onhd_10_othB r|
U  Other diagnosis (please specify) | j
jq lO a ;
10a. We are interested in your experience of hearing voices. How old were you when you first 
started to hear voices?
IQb. Are you cuirenüy taking any medication because you are hearing voiœs?
!SiOb=y
iq lO h = 2 :
Yes
No
j q l i a f
11a. Some people who hear voices access mental health services, other people do not. Which 
mental health services are you currently accessing, if any?
i q l l a = l | None
Using mental health service but not sure of the name 
■"’W"™ Community mental health team
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Assertive outreach team 
l i a  -5 . intervention teamu
0 "  "* Inpatient or residential service
0  Psychological therapy service
la= 8 | jqlla_8_oriier:
Ü  Other mental health service (please specify): [
If you want to « rtt the stxjd,', rlirV here. This W:li take you tc  the nforfnahon screen.
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G
l ib .  I f  you are notojrrently accessing mental health services, which mental health services have 
you accessed in the past, if any? (please tick all that apply)
None
service but not sure of the name
Community mental health team
tSiÿl-îîj Assertive outreach team 
u
Earfy intervention team
Inpatient or residential service
Psychological therapy service
? q l i b _ B |  ! q l l b ^ 8_ c d i e r t
Ü  Oteer mental health service (please specify): | _________________I
I  have been referred but did not use the service
O  O
I f  y c o  w a n t to  e%:t Ih e  s tu d y , c lic k  hp'~p. T h is  w il! ta k e  y o u  Ic  th e  n 'o ’-n ia tio n  s c e e i i .
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11c. I f  you have accessed mental health services, for how many years In total have you accessed 
these services? (your best guess is fine)
12a. Have you had psychological therapy, either now or in the past?
i q l 2 a = l | Yes g,
: q l2 a = 2 |
| q l2 b |
12b. I f  yes, what kind of psychological therapy have you had? (please specify)
I f  you wan*, ta  e x it  th e  s tudy, d ick  tie re . T h ii w ill ta k e  you to  l l ’.o in form ation  screen.
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;£ource;
Where did you hear about this study?
Through the Hearing Voices Network
Through MIND
Through RethinkÜ
Through a friendU
Ü  other [please specify): [
Through Intervoice
Pimse send an e-mail to a.hoit@sarrev.ac.ok if you would like to be entered into the 
prlzedraw for Amazon vouchers, and /o r receive the results of these shidles.
We ask you to do this so that your contact details can be held securely, seperate to your 
questionnaire responses. This ensures that what you have entered on this site remains 
anonymous. Your details will be deleted once the study is finished
Many thanks for your participation in this research. If  you would like to leave an anonymous 
comment about this study, please write in the œmments box below;
o
môC:__________     100%
I f  you wsnf tc  exit d ie  study, d id : here. This w.|: take y c j  to  the info.-natio.n
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0  Thank you very much fo r participating in v 
our research project! sL> SURREY
Interested why w e were asking those questions?
The way people describe the experience of hearing voices is often mixed: some people report 
finding their voices a source of support and comfort, yet others find their voices very upsetting and 
distressing. Our project aims to take a closer look at this, and see whether we can ind  patterns 
that might explain these different experiences. Some of the questions ask about your beliefs about 
yourself and others. There is some research to suggest that the way someone sees the world could 
also influence the way they make sense of their voices. Secondly, some of the questions look at 
different skills, which certain therapies aim to develop in people. The research project aims to look 
at whether those people that find their voices easy to cope with are particularly good at these 
skills, as this would prove a good argument for promoting these therapies.
We will send results of our project to all those who have e-mailed us indicating they are interested.
How are you feeling?
I f  you feel distressed or discomforted by answering the previous questions, you can contact your 
Doctor. Outside of working hours you can go to the nearest hospital's Accident and Emergency 
department in your area. Tell a member of staff how you are feeling and fliey should be able to put 
you in touch with people that can help.
Please find below a list of suggested organisations who might be able to provide you with support: 
NHS Direct 0845 46 47
This telephone line is manned 24 hours a day by nurses. They can suggest what you can do next if 
you are feeling at risk. This organisation is only accessible in the UK
Samaritans 08457 90 90 90
A 24 confidential telephone line to access emotional support. The number above is for support for 
those living in the UK. Please visit their website at htto://www.samarit3ns.oro to find out about 24 
hour emotional support telephone numbers in your country.
Hearing Voices Network (HVN)
http://www.hearino-voices.oro
This organisation aims to promote and develop understanding of the voice hearing experience. Theii 
website also provides information on support groups across the UK.
Retfiink
htto: / /  www.rethink.oro
This organisation provides helpful information and some practical support to people who are 
experiencing severe mental health problems. Rethink's advice and information line is 0845 456  
0455. It  is open 10am -  1pm and experienced stafl'can provide information on a range of 
emotional, financial, and practical issues to people in the UK.
Intervoice
httD://www.intervoiceonline.orq
Intervoice is an international organisation providing information and support to voice hearers. The 
website also contains links to helpful websites in for national organisations for people who hear 
voices in many different countries throughout the world.
I f  you would like to be entered into our prize draw to win vouchers for Amazon.com wortli up 
to (us) $75 in your preferred currency, then please email a.holt@surrev.3c.uk. Many thanks 
for your participation In this neseardi!
I f  you know anyone who may be interested in participating in our research, 
please suggest tliey visit our website:
http://w w w.fahs.surfev.Bc.uk/stirvev/volces
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The qaestionisaîres used m  tfeîs siuJy can be foanJ in the foibwing sresearch papers. We woald like to extend 
e«r thanks: to the anthors fm alkmAmg as to «se. their questmen aires «m oar stiidy.
Berry, K„ Barcew»doagh, C. &  W earden, A . (2 00 8 ). Attachment theory: A ira tn e w o rk fo r understanding  
.symptoms and Interpersonal relationships irs psycho;s*s. Behaviour Research and Therapy, 46(12 ), 12.75- 
1ZB2.
Chadwick, P., te e s . S., &  Birchwood, M. (2000 ). The Revised BeSefe A hout Voices Q uestionnaire (B A VQ -R ). 
British Journal o f  Psychiatry, 1.77, 2 2 9 -2 3 2 .
Corrigan, P. W „ S iffort, D ., Rashid, F., Leary, M ., &  Q keke, I .  (1099 ). Recovery as a  psychological construct. 
Commwmty M ental H e a lft  Journal, 3 5 , 3 , 231-239
Fow ler, Freem an, D „ Sm ith, B., Kuipers, E., Behbington, P. e t  al. (2005) The Brief Core Schema Scales 
(BCSS): psychometric properties and associations w ith  paranoia and grandiosity in non-clinical and  
psychosis sam ples. Psychological M edicine, 35, 7 4 9 -7 5 9 ,
Fraley, R. C:„ W aller, N. & Brennan, K. S. (2B 88 ). An Item response theory analysis o f self-r eport 
measures: o f .adult attachm ent. Journal o f Personality and Social Psychology, 78, 359-365
F a  Brief Depression SeverityKroenke, K, Spitzer, R.L., ft W illiams, 3.B. (2001 ). The PHQ-9: VelkWty <
Measure, Jauraal o f £en era l In te rn a l Medicine, 15(9), 596-613L
Ratcliff, K. (2919) Acceptance o f  experience and adaptation to auditory halludinations. Unpublished Doctoral 
Thesis, School of Psychological Science, La Trohe University
Spttzer, R. L., Kroenke, K., W iliam s , 3. B. W . & Lowe, # . (2 0 0 S ). A brief m«a:sore fo r  assessing generalised  
aoKfety disorders The CAD7. Archives of Internal Me#ci:ne, 165,1992-1997
¥an LleshottL R. J. B Goldberg, J. O. (2997). Quantrfymg Self-Reports o f Auditory Verbal Msllaclreatio:»* m 
Persons W ith Psychosis. Canadian Jotimal of Behavioural science, 39, 73-7.7
Pow ered by Saw tooth Softw are , Inc.
I f  you want to exit the study, d irk  here. This wiH take you to the informahon so^en.
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5 & I
O  Thank you fo r offering to  take  p art In our research study. .4- LJMa’w^rrYOF
We apologise for any inconvenience but, unfortunately, the study requires people to be between 
the ages of 18 and 65 to have at least three months experience of hearing voices and to have 
heard a voice in the last week. This is to help us compare a similar population sample. We also 
need participants to be fluent English speakers so they can answer all the quêtions accurately.
Interested In what our study Is about?
The way people describe the experience of hearing voices is often mixed: some people report 
finding their voices a source of support and comfort, yet others find their voices very upsetting and 
distressing. Our study aims to take a closer look at this, and see whether we can find patterns that 
might explain these different experiences. There is some research to suggest that the way 
someone sees the world could also influence the way they make sense of their voices. Secondly, 
some of the questions look at different skills, which certain therapies aim to develop in people. The 
research project aims to look at whether those people that find their voices easy to cope with are 
particularly good at these skills, as this would prove a good argument for promoting these 
therapies.
How are you feeling?
I f  you feel distressed or discomforted by answering the previous questions, you can contact your 
Doctor.
Outside of woricing hours you can go to the nearest hospital's Accident and Emergency department 
in your area. Tell a member of staff how you are feeling and they should be able to put you in touch 
with people that can help.
Please find below a list of suggested organisations who might be able to provide you with support:
« NHS Direct 0845 46 47
This telephone line is manned 24 hours a day by nurses. They can suggest what you can do 
next if you are feeling at risk. This organisation is only accessible in the UK
•  Samaritans 08457 90 90 90
A 24 confidential telephone line to access emotional support. The number above is for support 
for those living in the UK. Please visit their website at httD://www.samaritans.oro to find out 
about 24 hour emotional support telephone numbers in your country.
•  Hearing Voices Network (HVN) 
http://vrww.he3 rino-voices.oro
This organisation aims to promote and develop understanding of the voice hearing experience. 
Their website also provides information on support groups across the UK.
« Rethink
http ://w w  w. rethin koro
This organisation provides helpful information and some practical support to people who are 
experiencing severe mental health problems. Rethink's advice and information line is 0845 456  
0455. It  is open 10am -  1pm and experienced staff can provide information on a range of 
emotional, financial, and practical issues to people in the UK.
•  Intervoice 
httD://v7wvr.inter\'oiceonline.oro
Intervoice is an international organisation providing information and support to voice hearers. 
The website also contains links to helpful websites in for national organisations for people who 
hear voices in many different countries throughout the world.
I f  you know anyone who may be interested in participating In our research, 
please suggest they visit our website:
http: / /w ww.fahs.smTey.Bc.uk /survey/vo ices
; Powered by SawSooth^Scfiwarc. Inc. |
I f  y o u  w a n t t o  « x t t  th e  s tu d y ,  d id c  h e re . TtiFs w il l  ta k e  y o u  to  th e  in fo rm a t io n  sc re e n .
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0 Thank you for your interest Surrey
Your response indicated that you did not click the consent box to take part in
this study. I f  you need to ask us any questions, please contact us on e.clarke@sunev.ac.uk or
a.holt®soFrev.3c.uk. If  you would like to try again, please click the following link:
htto://www.f3hs.sorrey.ac.uk/survev/voices
Powsred by Sawtoolh S o ftw a rt. inc.
o%r: '? , r ~ " .  ir.iixi%
I f  yc 'j w a it tc exrt the study, d ick here. This will lake you la  the informabon screen.
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Appendix D -  Debrief summary to participants 
who requested results of the study
Holt, A. M. (2012). Exploring the mediating roie of CBT and ACT therapy 
variables on the relationship between hearing voices and both clinical 
and personal recovery. Submitted doctoral thesis. University of Surrey.
A large proportion of people who hear voices are not distressed by them, and 
lead valued and meaningful lives despite hearing voices. A number of 
researchers are currently exploring different ways of supporting those people 
distressed by hearing voices.
Some therapies work by encouraging clients to develop skills (such as 
alternative ways of thinking, or planning valued activities), that have been 
found to reduce distress and increase self-esteem. This study looked more 
closely at the ways in which two different types of therapy work, namely 
Cognitive Behavioural Therapy (CBT) and Acceptance and Commitment 
Therapy (ACT). It aimed to see whether people who hear voices and who 
naturally use the skills that these therapies promote do indeed experience 
less distress and/or feel they live meaningful lives.
The results found that seven out of the nine proposed therapy variables did 
impact the relationship between voice hearing and levels of distress and 
recovery. These were as follows:
^  Positive perceptions of oneself (high self-esteem)
Negative perceptions of oneself (low self-esteem)
^  Negative perceptions of others 
/  Believing that the voice has bad intentions 
/  Believing the voice is powerful
Ability to live with voices rather than struggle with them (acceptance) 
Ability to act purposefully and live well, even as voices persist 
(independence)
This means that changing these ways of thinking and doing might help voice 
hearers to manage their experiences better. Some times this might involve 
thinking in different ways about the voices, and other times this might mean
doing things that make them feel good about themselves despite hearing
voices.
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‘Recovery’ has different meanings for different people. Another part of this 
research demonstrated that recovery is not just about making people feel 
less distressed and low. In fact, recovery involves hope, optimism for the 
future, and doing everyday activities such as looking after family and running 
errands. These are important areas for anyone to strive towards, both in and 
outside of therapy. The important change factors are slightly different for 
each type of recovery, and therefore both ‘symptoms’ and ‘general life 
quality’ need to be addressed for a holistic and rounded recovery to be 
achieved.
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Appendix E - Application to the Ethics Committee
UNIVERSITY OF
SURREY
Ethics Com m ittee
Protocol Cover Sheet
Submission to the University’s Faculty of Arts and Human Sciences 
Ethics Com m ittee for the Ethical Review of Study
1) Title of project:
PART A: ‘Exploring the mediating role of psychological flexibility and 
cognitive re-structuring on the relationship between hearing voices 
and recovery’
PART B: ‘Do negative schema and beliefs about voice power mediate 
the relationship between attachment style and psychosis?’
2) Names of Principal Qualifications: Deportment/Institution:
Investigators:
Undertaking Clinical Psychology
Alison Holt and Esther Clarke Doctoral training in Dept at the University of
clinical Psychology Surrey
Supervisor: Dr Clara Strauss
P/ease note that supervisors must be listed in submissions from aii researchers 
who are registered as students of the University. Whilst the student may be the 
principal researcher, for the purposes of the University the supervisor must sign 
the application to undertake responsibility for the conduct of the research.
Names of Co-lnvestigotors: n/a
3) Signature of Supervisor (where appropriate) to indicate that (s)he has read 
and approved the protocol submission prior to its submission to the 
University's Faculty of Arts and Human Sciences Ethics Committee:
Signature: Dote:
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4) Details of Other Collaborators: n/a
5) Who is acting as sponsor for this research? n/a
6) Is this research funded? Delete as applicable: No
Is the funding source external to the University? Delete os applicable:
No
If yes to the above, who is funding this research? Please give details
below:
7) Details of poynnents to Investigators, Departments, Schools or
Institutions. Investigators who receive payment as part of an annual 
consultancy fee should advise the Committee of the situation:
n/a
8) Where will the project be carried out ? (e.g. University, hospital, etc.): 
Over internet based support networks
9) Source of the participants to be studied:
To be recruited over ttie internet
10) Estimated number of participants:
160 participants
11 ) Details of payments to participants:
Participants can opt-in to be entered into a raffle for Amazon vouctiers 
worth either £30, £40, or £50
12) Investigators ore asked to note that research proposals involving the
following must be submitted to an NHS Research Ethics Committee for 
ethical review. Please indicate which of the categories below, if any, 
applies to your research, and provide details of your NHS REC 
application. The Ethics Committee will not consider research proposals 
which meet any of these criteria until a favourable ethical opinion 
from the NHS REC has been obtained.
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a. patients and users of the NHS. This includes all potential 
research participants recruited by virtue of the patient or user's 
past or present treatment by, or use of, the NHS. It includes NHS 
patients treated under contract with private sector institutions
b. individuals identified as potential research participants 
because of their status as relatives or carers of patients and 
users of the NHS, as defined above.
c. access to data, organs or other bodily material of post and 
present NHS patients.
d. fetal material and IVF involving NHS patients.
e. the recently dead in NHS premises.
f. the use of, or potential access to, NHS premises or facilities.
g. NHS staff -  recruited as research participants by virtue of their
professional role.
NONE OF THE ABOVE APPLY
13) Has a risk assessment been carried out in respect of this research, 
either for potential participants or the researchers? If yes, please 
attach a summary document of the issues considered. If no, please 
explain why it has not been done.
It was felt by the researchers that the project did not warrant a full risk 
assessment, as there were no potentials for participants or researchers 
to be at risk. One potential minor risk Issue Is that participants might 
become upset on reading some of the questions In the questionnaires. 
However they are Informed before they start that they can stop at any 
time, and are given details of organisations they can approach for 
support If they do become distressed.
14) What are the potential adverse effects, risks or hazards for (a) 
research participants? (b) researchers?
a. Discussed above
b. None
15) What ore the potential benefits for research participants?
There are several potential benefits for participating In the project. 
Primarily they have the chance of winning one of three Amazon 
vouchers. Secondly, they have the opportunity to learn more about 
current research In the area of psychosis as a result of the optional de­
3556476
189
briefing document. Ttilrdly, some participants may feel an Increased 
sense of ownership of their experience through participation In the 
research project.
16) Please provide details of arrangements for the collection, retention, 
use and disposal of research data:
The collection of the data will be through an online website. Data 
entered onto the website will be exported onto an Excel spreadsheet 
and stored on a researcher’s computer. Data will be anonymous, and 
Individual entries will not be Identifiable. Electronic consent forms shall 
be stored on a password protected file. These will contain contact 
Information for those who wish to be entered Into the draw.
17) Has a Criminal Records Bureau (CRB) check been carried out in 
relation to this research? (This will be required for research activity 
which will bring staff and/or students into contact with children or 
vulnerable adults). If yes, please attach copies of the relevant 
documentation.
n/a
18) For Drugs Trials
a. Please state Phase: 
n/a
b. If a new drug, does it hove a Clinical Trials Exemption 
Certificate or Product Licence Number ?
n/a
If a new drug, give details of toxic/side effects so for reported: 
n/a
c. In addition to the recorded toxic/side effects, state any 
potential risks to the subjects and the precautions taken to deal 
with the situation:
n/a
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Recovery and Distress in Psychosis 
Detailed Protocol
Summary
This study takes a closer look at the mediating factors of recovery in 
psychosis. The study takes two separate strands and will ultimately produce 
two distinct doctoral research projects. The first project will explore mediating 
variables commonly purported by Cognitive Behavioural Therapy (CBT) and 
Acceptance and Commitment Therapy (ACT) as being necessary for 
recovery. This research hopes to contribute to developing parsimony in 
psychological interventions offered to people who experience psychosis, 
particularly those who hear voices. The second project examines whether 
negative schemas and beliefs about voice power mediate current attachment 
style in psychosis. Both strands of this study will be using responses from the 
same participants in their data collection. This project hopes to contribute to 
the understanding of psychosis, as well as inform approaches to the 
treatment of those experiencing psychosis.
Participants
A power calculaion suggested that 160 participants will be required for this 
study. Participants will be recuited through advertisements posted on credible 
websites for people who have had voice hearing experiences. Local support 
groups will also be approached to invite group members to participate in the 
project.
Participant inclusion criteria are as follows:
- be 18 years over
- have been hearing voices for at least six months
- have a sufficiently good grasp of the English language in order to 
understand and respond to the questionnaire items. This will be 
assesed using self-report.
Measures
Joint Measures for Parts A and B
The Brief Core Schema Scales (BOSS; Fowler et al., 2006)
The 24-item BCSS has items relating to positive and negative beliefs about 
the self and others. It first asks participants to choose ‘yes’ or ‘no’ to 
statements (12 items about the self: e.g. I am unloved’ and 12 items about 
others: e.g. ‘Other people are hostile’). They then rate any items they have 
endorsed on a five-point Likert scale from 0-4 (from ‘believe it slightly’ to 
‘believe it totally’).
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The scale has good construct validity as shown by a moderate to strong 
association with the Rosenberg Self-Esteem Scale (RSES; Rosenberg, 
1965) the negative-self and positive-self BCSS subscales had a moderate to 
strong association (r = 0.64 and r = 0.65, p<0.001 respectively). However, 
correlations between the RSES and BCSS negative-other and positive-other 
scales were weak (r = 0.20 and r  = 0.26, p<0.001, respectively) indicating 
that they might be measuring different constructs.
Cronbach's a scores are between 0.78 and 0.88, indicating good internal 
consistency reliability. The scales also have good test-retest reliability: 
negative-self (r =0.84), positive-self (r = 0.82) negative-other (r = 0.70) and 
positive-other (r= 0.72; all significant at p < 0.001).
Beliefs About Voices Questionnaire-Revised (BAVQ-R; Chadwick, et al., 
20001
This is a 35-item measure of people's beliefs about their voices as well as 
their reactions and behaviour towards them. We will only collect data on the 
first 26 items relating to people’s beliefs about their voices, with a focus on 
beliefs about voice omnipotence and malevolence. Examples of items about 
voice malevolence and omnipotence, which are ‘my voice is evif and ‘my 
voice makes me do things I do not want to do’, respectively. The Cronbach’s 
a for the two subscales is 0.74 (omnipotence) and 0.88 (malevolence), which 
shows good internal consistency reliability.
The Hamilton Program for Schizophrenia Voices Questionnaire (HPSVQ; 
Van Lieshout and Goldberg, 2007)
This 13-item scale will be used to measure the different dimensions of 
voices. The items are rated on a five-point Likert scale (0 = least severe or 
impairing and 5 = most severe). The items represent two broad aspects of 
voices - the physical (e.g. frequency and duration) and the emotional (e.g. 
how bad the voices make the person feel). Kim et al. (2010) found the 
HPSVQ had good internal consistency reliability (Cronbach’s a = 0.74 - 0.94). 
The scale has fair to good test-retest reliability with items ranging from r =
0.50-0.89 (Kim efa/.,2010).
Measures for Part A only
The Voice Acceptance and Action Scale -  9 items (VAAS-9; Ratcliff, 2010) 
The VAAS-9 is a 9 item measure containing two sub-scales of acceptance 
{‘There are worse things in life than hearing voices’) and action {‘When I 
disagree with a voice, I simply notice it and move on’). The VAAS-9 is a 
shortened version of the original VAAS designed by Shawyer et al. (2007). 
Preliminary studies show good consistency and reliability. Cronbach’s a were
0.7 and 0.83 for the respective factors of acceptance and action.
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The Recovery Assessment Scale Revised (RAS-R; Corrigan et ai, 1999)
The RAS-R will be used to measure participants’ perception of their recovery 
from serious mental illness. The self-report questionnaire has 24 items which 
are rated on a 5 point Likert scale (from ‘strongly disagree’ to ‘strongly 
agree’). Sample items include ‘I have a desire to succeed’ and ‘I can handle it 
if I get sick again’. There are five domains identified by Corrigan et a i (2004) 
namely personal confidence and hope, willingness to ask for help, goal and 
success orientation, reliance on others, and no dominations of symptoms. 
Corrigan et a i (1999) demonstrated the RAS-R had good internal 
consistency with a Cronbach’s a score of 0.93. Re-administration of the RAS- 
R demonstrated adequate test re-test reliability (r=0.88).
Measures for Part B only
The Experiences in Close Relationships-Revised (ECR-R; Fraley, et ai, 
2000).
The ECR-R is a 36-item measure derived from an exhaustive list of over 300 
attachment items collated by Brennan et a i (1998). The original items refer to 
thoughts, feelings and behaviours in romantic relationships, but the scale has 
been adapted, according to the authors’ guidance, so that this is not essential 
to answering the items. References to ‘romantic partners’ or ‘partners’ has 
been replaced with ‘others’ or ‘people’ where ‘people’ is considered more 
grammatically appropriate. The participants assess the extent to which each 
item is representative of them using a 7-point Likert scale from ‘strongly 
disagree’ to ‘strongly agree’. The ECR-R has high internal consistency 
reliability with a Cronbach’s alpha of higher than 0.90 (and good test re-test 
reliability (86% shared variance over time; Sibley et ai, 2004). Sibley et ai, 
(2005) also show that the ECR-R has significant associations with the 
Relationships Questionnaire (RQ; Bartholomew & Horowitz, 1991): the ECR- 
R and RQ measures of anxiety were moderately positively correlated, r=  .69 
(p <.001 ), as were measures of avoidance, r = .45 ( p < .001), indicative of 
construct validity.
The Patient Health Questionnaire (PHQ-9) Kroenke et ai, (2001)
The PHQ-9 is a screening measure for depression. The PHQ-9 has high 
internal consistency reliability (Cronbach’s alpha = .80 Lee et ai, 2007), good 
test-retest reliability (r = .84, Kroenke et ai, 2001) and construct validity (r 
=.73, Martin et ai, 2006). Items are based on experience of a range of 
problems, presenting in the last two weeks, which are signs of depressed 
mood such as ‘Little interest of pleasure doing things’ and ‘feeling tired and
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having little energy’. Items are on a four-point Likert scale from ‘not at all’ to 
‘nearly everyday’.
Procedure
1. Participants are to be recruited through the hearing voices support 
organisations such as the Hearing Voices Network (HVN), Rethink and 
Intervoice. An invitation letter to organisations is enclosed.
2. Support organisations will be asked to put a link to the study website on 
their own websites and a donation of up to £50 will be made to thank 
organisations for their support.
3. A participant information document (attached) will be given to support 
organisations to distribute to their members. This will include the study 
website address. Visits to support group meetings can be made, if 
necessary, to bolster participant numbers.
4. Participants who wish to take part will be directed to the study website. 
The first page on the website will contain the attached participant 
information, followed by the consent screen (also attached). Participants 
will be assured of the anonymity of their responses and their right to 
withdraw at any time without giving a reason.
5. Participants will be informed that they will be entered into a prize draw for 
three prizes: £50, £40 or £30 worth of Amazon vouchers to thank them for 
their participation.
6. Participants will not be able to proceed to the self-report questionnaires 
until they have agreed to all statements on the consent form.
7. Once the consent form has been completed, participants will be able to 
proceed to the attached study questionnaires in the following order:
a. Background information screen (attached)
b. The Brief Core Schema Scales (24 items)
c. Beliefs About Voices Questionnaire-Revised (35 items)
d. The Hamilton Program for Schizophrenia Voices Questionnaire (13 
items)
e. The Voice Acceptance and Action Scale -  9 (9 items)
f. The Recovery Assessment Scale Revised (24 items)
g. The Experiences in Close Relationships-Revised (36 items)
h. The Patient Health Questionnaire (9 items)
8. Once all study questionnaires have been completed participants will be 
directed to a screen thanking them for their participation and giving 
debriefing information. This includes information about support 
organisations.
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9. If participants choose to abandon the questionnaires prematurely, 
possibly due to finding the questions distressing, they will also be re­
directed to the final screen. As explained above, this will provide them 
with a de-brief as well as information about support organisations.
Planned Data Analysis
Please note that a proportion of responses from all participants will be used 
for data analysis in both studies.
Part A
Descriptive statistics will be presented and described. Correlational analyses 
between variables will be reported and discussed in relation to the study 
hypotheses. Where data do not meet assumptions for multiple regression 
analyses, attempts to transform data will be made.
A mediation analysis using the Baron and Kenny (1986) method will be used. 
This will test if the ACT/CBT variables fully or partially mediate the 
relationship between HPSVQ (symptoms) and RAS-R (recovery).
Part B - Data analysis and hypotheses
1 ) Hypothesis 1: Attachment anxiety and avoidance, as measured by 
the ECR-R, will predict negative beliefs about the self and others, as 
measured by the Brief Core Schema Scales (BCSS).
Two multiple regression analyses with negative self-schema and 
negative other-schema as dependent variables respectively and 
attachment anxiety and attachment avoidance as predictors.
2) Hypothesis 2: Negative core beliefs about the self and others will 
predict beliefs about voice malevolence and voice omnipotence, as 
measured by the Beliefs about Voices Questionnaire (BAVQ-R).
Two multiple regression analyses with (1) BAVQ-R malevolence (2) 
BAVQ-R omnipotence as dependent variables respectively, and the 
two negative BCSS scores as dependent variables .
3) Hypothesis 3: Voice malevolence and voice omnipotence will predict 
distress, as measured by the HPSVQ.
A multiple regression analysis with voice-hearing distress as the 
dependent variable and BAVQ-R malevolence and omnipotence as 
predictors.
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A) Hypothesis 4: Negative core beliefs about self and others will 
mediate the association between attachment anxiety and avoidance 
and beliefs about voice malevolence and omnipotence.
Baron and Kenny’s (1986) method for evaluating mediation will be 
used to test the following:
1. Attachment anxiety and avoidance will predict BAVQ-R 
malevolence and BAVQ-R omnipotence
2. Attachment anxiety and avoidance will predict BCSS scores
3. BCSS scores will predict BAVQ-R malevolence and 
omnipotence
4. (1) will no longer hold true, or association will be reduced, when 
first entering BCSS scores into regression. This will test if the 
BCSS scores fully or partially mediate the relationship between 
attachment and beliefs about voices.
5) PHQ-9 depression will be added to the model as a covariate and it is 
predicted that this will reduce but not eliminate the above associations.
6) If 1-4 are supported, we would test the model in Figure 2 using 
structural equation modelling (SEQ).
A T T A C H  M  E N T  S T Y U E
CORE BELIEFS BELIEFS ABOUT VOICES
Negative 
b eJ ) efs a fa o ut 
the self 
(BCSS)
Malevolence
{SAVQ)
Anxiety(RAM)
Negative 
fa el efs about 
others (BCSS)
Omnipotence
(BAVQ)
.Avoidance. 
(PAiv:)
Distress 
(item on 
HRS VO) ■
Figure 2: fVIociel of seven variables to be tested using structural 
equation nrodeiling
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An interpretative phenomenological analysis: How does 
being a trainee clinical psychologist influence self-identity?
Role identity theory hypothesises that self-concept comprises the meanings 
individuals attach to the varied roles they inhabit. The most salient roles give 
the greatest sense of meaning, and contribute significantly to the definition of 
self-concept. Professional roles therefore significantly reflect values and 
behaviour and are influential in identity construction. This study asked how 
role identity, and consequently self-identity, changed during the formative 
experience of clinical psychology training. Using qualitative, interpretive 
phenomenological analysis (IPA) enabled detailed exploration of the 
interviewee’s view of the world and an insider’s perspective. Participants 
were selected from a group of second year trainee clinical psychologists. 
Participants were four White-British women from middle-class backgrounds, 
with ages ranging between 26 and 30 years. Interview questions explored: 
participants ideas of how being a trainee clinical psychologist influences their 
self-identity, personal values and behaviour, as well as others’ perceptions of 
the participants since commencing training. Four main themes arose during 
data analysis: self-awareness; core values; personal life; and achievement. 
Consistent with the literature, we found that pre-existing values and 
behaviour of our interviewees was significantly reflected in the process of 
training as a clinical psychologist, and was influential in their construction of 
identity. It was also evident that trainees’ perceptions of their self-identity 
had developed since beginning training, with several reporting increased 
personal responsibility and self-awareness. To build on these findings, future 
research could explore the transition of clinical psychology trainees following 
qualification and how they make sense of this experience.
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Abstract
Objective: This project aimed to improve the running of an Assertive 
Outreach Team through auditing its referral process and procedures. By 
finding ways of improving the way this part of the service was run, it was 
hoped that this would also indirectly have a positive impact on staff morale 
and team dynamics.
Design: The first stage of the process involved completing an audit on past 
referrals, and assessed to what extent the targets set out in the Team's 
Operational Policy were being met.
In the second stage the results of the audit were used to facilitate team 
discussion and trouble-shooting in a focus meeting. Team members attended 
this focus meeting to discuss ways of improving on the current referral 
procedures.
Data / Participants: Twenty referrals were audited across the two bases. 
Participants were team members who opted in to attending the focus 
meeting. Out of twenty, ten attended. The outcome of the meeting was then 
distributed to the whole team.
Results: Results of the analysis of referrals, and areas of the referral process 
in need for revision, were communicated to the team in the focus meeting. A 
discussion on these points was facilitated, and several action points were 
generated from the focus meeting.
Conclusions: Despite the inherent difficulties with a lack of quantifiable data, 
this project was able to make constructive suggestions for changes to the 
team's referral process. Team members reported that the project had also 
given them an increased sense of mastery, and had improved team working.
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introduction
Assertive Outreach Teams (AOTs), also known as Assertive Community 
Treatment (ACT) teams, are based on a model originating in the USA in the 
1970’s. This model was known as Training in Community Living' (TCL) and 
was developed by Mary Test and Leonard Stein (as cited in; the Sainsbury 
Centre for Mental Health, 2001). The model promotes independent living for 
inpatients whom were difficult to discharge. Test and Stein provided evidence 
that using creative ways of engaging clients significantly reduced the 
frequency of re-admissions.
AOTs were set up in the UK in the 1990s, when the Department of Health 
recognised the gap in service provision for those clients who were difficult to 
engage, yet often required frequent and repeated admission to hospital. The 
Department of Health (DoH) set out The National Service Framework (NSF) 
for Mental Health (1999), which echoes the notion that everyone is entitled to 
treatment, and given the best opportunity to engage with services. Whereas 
more traditional mental health services expect clients to attend pre-arranged 
appointments at a mental health centre, AOT staff meet clients in their own 
environment, wherever they feel most comfortable. This could be in a cafe, at 
their home, or in the street. The long-term aim is to develop a trusting 
relationship between the client and mental health services, to help clients re­
engage with the wider community, and to provide support to those who would
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otherwise not benefit from treatment. Typically clients seen by AOTs are 
suffering from paranoid schizophrenia or bipolar disorder with psychosis.
The Mental Health Policy Implementation Guide (PIG) produced by the DoH 
in 2001 set out a number of components necessary for an assertive outreach 
team to operate effectively. Comprehensive assessment is listed within this 
as a key component. It specifies that multidisciplinary screening and 
assessment should be carried out to ensure the service is appropriate for the 
service user. Ryan and Morgan (2004) agree that specifically in AOT, the 
process of determining eligibility serves a crucial function and ‘requires highly 
developed assessment skills' (p.159). The PIG also highlights the importance 
of a team approach, and the importance of communication both within and 
between teams to provide the greatest quality of care.
The AOT involved in this project comprises twenty team members across two 
bases. The team's caseload is 100 across these two bases. Referral rates to 
the team vary, and can be between one and four a month. The local AOTs 
Operational Policy dedicates a section to the referral procedures (Appendix 
A). It sets out the service's referral criteria, and other documents necessary 
for a referral. It also details the time-scales in which referrers can expect 
responses to their referrals and what types of assessment should be 
completed at the different stages.
The NHS rely on clinical audits to ensure best practice. The National Institute 
for Clinical Excellence (NICE) defines clinical audit as: ‘a quality improvement 
process that seeks to improve patient care and outcomes through systematic 
review of care against explicit criteria, and the implementation of change' 
(NICE, 2002, p.1). Figure 1 below depicts the stages in the clinical audit 
process, and highlights the continuous nature of the audit process, one of 
continually striving to improve upon current practice.
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Figure 1: The audit cycle (NHS Scotland, n.d.)
The team identified the referral process as requiring audit. The feeling was 
that this part of the service had become chaotic and unmanageable. 
Reluctance towards dealing with the problem had only exacerbated the 
problem further. 1^ therefore undertook an audit of this part of the service to 
identify actions that could be taken to improve the situation. The project 
involved a complete revolution of the first cycle in Figure 1, and aimed to 
finish at the ‘set or refine standard’ stage in the second cycle.
Aims and Audit Questions
This project aimed to improve the overall functioning of a particular Assertive 
Outreach Team through assessing the productivity of the referral process. 
Through consultation with the team, the project aimed to encourage 
procedural and administrative changes to improve the overall functioning of 
this part of the service.
The project asked the following questions:
1. Formal audit stage: How do the current referral procedures map onto the 
expectations set out in the Operational Policy?
The first person is used throughout this document to aid critical reflection
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2. Team consultation stage: What are the difficulties in the current referral 
process, and what ways can the team find to resolve these issues?
3. Review meeting: How can changes be implemented in such a way that 
these are maintained, and improve the current procedures?
Method
Design:
This project was split into two stages. Firstly an audit was performed on past 
referrals. Team paperwork was used to measure if and when particular 
assessments and communications with other teams regarding the clients 
were carried out. The team's Operational Policy was used as a standard to 
measure this by.
Secondly, the results of the audit were used to facilitate team discussion and 
trouble-shooting in a focus meeting. Team members attended this meeting to 
discuss ways in which to improve the current referral process. Actions were 
agreed upon in this meeting and were documented and distributed to the rest 
of the team.
Data/Participant selection:
I used twenty of the most recent referrals received by the team (ten from 
each base) for auditing purposes. I felt that auditing the most recent referrals 
would give an accurate reflection of the most current procedures employed 
by the team. The referrals were received between 2008 and 2010 (with the 
exception of one referred in 2007). It was felt that twenty referrals were 
sufficient to provide a clear overview of the strengths and weaknesses of the 
current processes.
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Measures:
The new referrals’ paperwork was audited based on targets set out by the 
Operational Policy and have been summarised in the table below.
T arg et m easured D ata classification Analysis
G ender M a le  V Fem ale Percentage
Age w hen referred in years Bar chart &  
Percentage
Prim ary diagnosis DS M -IV  criteria Pie chart &  
Percentage
Referral source Prim ary Care, CM H T, etc Pie chart &  
Percentage
Paperw ork included w ith  referral:
- C lient sum m ary
- M edica l history
- Latest CPA assessment
- Risk assessment
Yes V No 
Yes V No 
Yes V No  
Yes V No
Percentage
Percentage
Percentage
Percentage
Receipt o f referral acknowledged  
to  re f e rre r w ith in  5 working days
in days Frequency
distribution
Referral screened by tw o  
m em bers o f th e  team
Screened by 1 nam ed m em ber; 
Screened by 2 nam ed  
m em bers; Not Recorded
Percentage
Referrer in form ed if criteria fo r  
AO T are not m et
Yes; No; Not Recorded Percentage
I f  space available on caseload: 
assessors allocated in m u lti­
disciplinary referral m eeting w ith in  
1 w ee k  o f screening
in days Frequency
distribution
Once allocated to assessors: initial 
assessment carried out w ith in  3 
weeks
Forms com pleted:
- South S taff Assessment Tool
- Hall Engagem ent m easure
in days
Yes V No  
Yes V No
Frequency
distribution
Percentage
Percentage
Com plete assessment done jo in tly  
w ith in  6 weeks  
Forms com pleted  during  
assessment:
- CPA Initial assessment
- CPA Risk assessment 
- HoNOS
- Hall Engagem ent M easure
in days
Yes V No  
Yes V No  
Yes V No  
Yes V No
Frequency
distribution
Percentage
Percentage
Percentage
Percentage
Table 1: points used for audit as per the Operational Policy
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Data sources included use of the ‘incoming referrals’ spreadsheet on the 
team’s electronic shared computer drive, clients’ paper files, and entries on a 
shared electronic system.
Procedure:
This project followed the audit cycle displayed in Figure 1. I started the 
process by sourcing the team’s current Operational Policy and familiarising 
myself with the referral process. I constructed a flow diagram for ease of 
reference (Appendix B). This flow diagram also supported later discussion 
with various team members regarding the different stages of the process.
I used the targets of the current referral process, set out in the team’s 
Operational Policy (Appendix A), as points for audit. These criteria are set out 
in Table 1. An Excel spreadsheet was used to collate the raw data (Appendix 
C).
Following collation of the raw data I prepared a presentation for the team. 
This was intended to facilitate a discussion within the team around how to 
improve the current referral process. This can be seen as the ‘Take Action’ 
stage in the first cycle (Figure 1). All team members of the AOT were invited 
to the meeting via e-mail, including the Working Age Mental Health Services 
(WAMHS) Manager. Ten (out of twenty) team members attended the 
meeting, and included the team psychologist, both administrative staff, social 
workers, CPNs, the psychiatrist, the acting team leader, and the WAMHS 
manager.
I had compiled a handout containing descriptive statistics on the 
demographic data of referrals, as well as general findings of the audit. The 
handout also outlined aspects of the referral process that needed 
improvement, and offered points for discussion on how this might be 
achieved. This handout was given out at the start of the meeting. The team 
were also encouraged to offer suggestions or expand on existing ideas. The
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handout was used as a tool to facilitate discussion and encourage innovation 
amongst the team.
Actions agreed in the meeting were documented and circulated around the 
entire team the following day. This aimed to summarise and consolidate what 
was discussed, and inform absent members of what was agreed, whom had 
previously been invited to send comments if they planned to be absent. 
Three team members took up this offer.
As can be seen in Figure 1, an important stage in the audit cycle is
‘evaluating action’. A review meeting was held three weeks after the initial
focus meeting. The whole team was once more invited. Seven team
members attended and were tasked to review the minutes from the last 
meeting to identify whether changes had been implemented and the efficacy 
of these. A detailed summary with key points was once more documented 
and circulated to the rest of the team.
Results
Research Question 1: How do the current referral procedures map onto the 
expectations set out in the Operational Pol lev?
The sample of case files was made up of 13 male clients and 7 female 
clients. The average age of referred clients was 39 years (range: 21-62). 
Figure 2 is a pie-chart, illustrating the diagnoses among those referred.
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Psychotic
Depression
5%
Delusional
Disorder
5%
Btpo'ar Disorcei 
25%
Figure 2. Primary diagnosis of referrals (n=20)
Referrals predominantly originated from the Community Mental Health 
Teams (CMHTs) in the area, some in conjunction with the Early Intervention 
service (EIS), the Crisis Resolution Team (CRT) or the Forensic service, as 
can be seen in Figure 3 below.
CMHT CM HT /  EIS CM NT /  CRT Forensic
Services
Figure 3. Referral source (n=20)
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Inconsistencies and absence of record keeping meant that it was impossible 
to obtain any quantifiable data to measure the team's adherence to 
timescales and procedures as set out by the Operational Policy. However 
this in itself was very important information, and provided me with several 
areas for discussion with the team in the focus meeting.
Research Question 2: What are the difficulties in the current referral process, 
and what wavs can the team find to resolve these issues?
Through the audit process I identified the following areas as needing to be 
addressed: the lay-out of administrative computerised records;
communication within the team regarding referral progress; communication 
with professionals outside the team; record keeping; and the Operational 
Policy’s timescale targets.
Ten out of twenty team members attended the focus meeting to review the 
referral process. After a brief explanation of the audit process and its 
findings, I initiated a discussion on the areas identified above. Results of the 
meeting were recorded and distributed to the team the following day. A copy 
of that document can be found in Appendix E.
During discussion, the team reflected that they were often reluctant to enter 
into dialogue about referrals at the weekly meeting due to time pressures and 
the stress associated with referrals. There was a sense that the referrals 
were unmanageable and in a chaotic state. Nonetheless it was clear to team 
members that it was necessary to re-instate this into weekly meetings as it 
had worked well in the past. They decided this was best done in the first ten 
to fifteen minutes of the meeting while people were still alert. It was also 
agreed that it would be helpful to have a coversheet on the front of each 
referral which would help people see, at a glance, what had last happened to 
the referral. During the meeting amendments were made to the draft form I 
proposed and included in the handout in Appendix D. The final version of the 
coversheet can be found in Appendix F and is now used with each referral.
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The AOT use whiteboards on a daily basis for several different purposes, 
such as tracking clients' presentation and risk. It seemed appropriate to 
suggest devoting some whiteboard space to the referral process. In the 
meeting the team agreed that this would be helpful and could be used as a 
prompt to discuss referrals at the meeting. Part of the board was divided into 
seven columns and laid out as in Figure 4.
Awaiting
screening
Awaiting
team
discussion
Awaiting
comprehensive
assessment
Awaiting
team
discussion
Awaiting transfer 
of care to AOT 
(waiting list)
Not accepted.
Awaiting 
discharge letter
[ > :
Figure 4. Table of referrals as laid out on the team’s whiteboard
This provided another easily accessible way for the team to be aware of, and 
communicate about the current referral statuses.
A further point raised in the meeting as a result of audit findings was the lack 
of record-keeping at all stages of the process. I emphasised how important 
this was to do and cited reasons for this. Firstly, electronic records on eCPA 
need to be kept up-to-date to allow fellow team members, as well as third 
parties (such as the referrer), to see what is happening to the client’s referral. 
This could easily avoid unnecessary confusion amongst staff.
The team agreed that in order to gain finality and closing cases, closing 
letters needed to be written to referrers, and this saved on eCPA. This had in 
the past happened verbally or not at all. It was agreed in the meeting that the 
team needed to be explicit when closing referrals, in order to avoid confusion 
or ambiguity.
Finally, it was agreed in the meeting that a smaller number of people would 
meet three weeks after trialling the adapted referral process in order to
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ensure all points were actioned and troubleshoot any areas that were still 
proving difficult.
Research Question 3: How can changes be implemented in such a wav that 
these are maintained, and improve the current procedures?
In the review meeting we went through the minutes from the focus meeting 
(appendix E) and confirmed that all points had been acted upon. People 
present at the meeting fed back that all changes had been beneficial, and 
had significantly improved the functioning of this part of the service. It was 
acknowledged that this new process will need to be audited to see if it makes 
a tangible difference to the process.
This meeting also facilitated discussion on wider issues such as reviewing 
the time scale on targets, and updating of the team's Operational Policy. 
Once more, the key points of this meeting were summarised and emailed to 
all of the team (appendix G).
Discussion
Despite the difficulties due to the lack of auditable data available, the process 
undertaken in this study was helpful to illuminate fundamental problems with 
the existing procedures. The auditing exercise highlighted the lack of 
systematic procedures in place to support the complex task of assessing 
clients for suitability for the service. It provided the project with a helpful 
springboard to facilitate discussion and encourage innovation in the way the 
team worked.
The focus meeting with the team to talk through new ideas was very 
successful. Verbally and via email, members of the team fed back that they 
found the meeting and subsequent changes extremely useful and 
encouraging. Ideas for change which were most popular were ones that were
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most similar to ways-of-working already employed by the team (e.g. use of 
the whiteboard), and those which would require little extra time (tick list on 
the referral coversheet).
Inciting enthusiasm for change was an ongoing process, even as early on as 
the data-gathering phase. Through involving team members in the process 
through conversation and advice seeking, I tried to share ownership of the 
project. Eliciting the benefits of an improved referral system was also useful 
in increasing commitment to change.
Informal discussion with team members revealed that the referral process 
had most likely become so disorganised due to over-stretched resources and 
time pressures. As the referrals had not been addressed for some time, this 
had only further compounded the problems of disorganisation. The 
disorganisation had started to impact staff morale and intensified the sense 
that they were overloaded and the workload was unmanageable. Lack of a 
sense of mastery in AOT teams specifically has been linked to staff stress 
and burnout (Gray & Mulligan, 2010).
Limitations:
There were several limitations to this study. Firstly there was very little 
quantifiable data to work with. The difficulties that this audit identified (such 
as record keeping) made it inherently challenging to complete the audit 
process as originally planned. Through implementing some of the recent 
changes I expect this will generate a baseline measure. Future studies will be 
able to use the paper-trail to measure the team's adherence to the 
Operational Policy.
Negotiating change across two bases proved very difficult, as I typically only 
had access to one of these on a regular basis. Despite using equal numbers 
of referrals from each base, and inviting teams from both bases to the 
meetings, only the team I was attached to predominantly showed consistent 
interest in the audit process. As a result, the changes implemented might not
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have been as applicable or relevant as at the other base, due to different 
ways of working. I had less opportunity to observe the stafTs administrative 
routines, and to confer informally with team members from the other base, 
and so involve them in the process. It might help future studies to balance 
time spent at each base in order to get maximum involvement from both 
teams.
The audit process also illuminated several difficult dynamics between various 
members of the team, which had most likely also been factors in preventing 
any changes from being implemented to the referral process in the past. 
Through facilitating change in the referral process I hoped this might have 
directly have impacted positively on team-working, through improving 
communication, fostering a sense of common purpose and identity, and 
acknowledging parts of the service that are working well.
Future work:
There are several audits that are needed to build upon this work. The 
Operational Policy needs to be amended, which was beyond the scope of 
this study. A repeat of this audit in a year’s time would be useful in 
determining how effective the changes have been. Alternatively, a study 
focusing on the discharge process back to the CMHT or primary care 
services would be helpful to further assess the efficacy of case management 
and care pathways in this team.
Results of this project cannot be generalised to other services. However, this 
piece of work can provide a case study in the facilitation of organisational 
change on a small scale.
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Appendix A: the local AOT 'Referrals’ section contained in
the Operational Policy
(to be loaded up at a later date)
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Appendix B: AOT referral process flowchart
Referral m ade by re fe rre r
Received by team . Receipt acknowledged  
w ith in  5 w orking days via le tte r
Tw o tea m  m em bers to  screen referral 
paperw ork fo r eligibility
OR: Attend CPA 
meeting arranged by } 
referrer
Space on AOT caseload?
Case discussed in referral m eeting  w /i  1 /5 2  
to  allocate initial assessors
Two members of team carry out an initial 
assessment w /i 3 /52 of allocation. Psychiatrist 
reviews likelv client
Discuss th e  client at th e  team  m eeting  to  
m ake a decision regarding acceptance
Yes
Care co -ord inator allocated
C om prehensive assessment com pleted w /i  6 
w eeks
Care co -ord inator role transferred  to  th e  
AO T at th e  next CPA m eeting
R eferrer in form ed  
via le tte r
R eferrer in form ed  
via le tte r
Once space
R eferrer in fo rm ed  
via le tte r
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Appendix C: raw data
C261 F 29 Paranoid Schizophrenia CMHT
C259 F 49 23.06.08 Paranoid Schizophrenia CMHT
C248 M 37 26.01.07 Paranoid Schizophrenia CMHT
C272 F 62 26.11.09 Paranoid Schizophrenia CMHT
C263 & 271 F 49 25.02.09 Psychotic Depression CMHT -
C270 M 37 01.09.09 Bi-Polar Disorder CMHT
C269 M 27 17.06.09 Paranoid Schizophrenia CMHT
C268 M 60 22.04.09 Bipolar Disorder CMHT
C265 M 21 12.03.09 Paranoid Schizophrenia CMHT/CRT
C264 M 25 27.02.09 Paranoid Schizophrenia CMHT
M121 M 24 03.02.10 Paranoid Schizophrenia CMHT
M120 M 47 17.07.09 Bipolar Disorder CMHT
M116 F 40 01.05.09 Delusional Disorder CRT
M118 M 21 19.06.09 Schizophrenia CMHT/EIS ill
M il 7+9 M 32 17.06.09 Paranoid Schizophrenia CMHT
M115 M 26 12.03.09 # Paranoid Schizophrenia Forensic team
M114 M 54 29.09.08 Bipolar Disorder CMHT
M112 F 42 23.01.08 Paranoid Schizophrenia CMHT
M il l F 48 14.05.08 Paranoid Schizophrenia CMHT
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Ref: incl 
Risk
Ref: incl 
Client 
Summary
Informed refr if 
not accepted
Ref: incl 
Med Hx
Ref: incl 
CPA
Ref receipt 
ackn/gedClient ID
0261 - ... Y N Y - Y ?
#
n/a
0259 Y Y Y 19.08.08
024 8 ?
0272 17.11.09
0263 & 271 Y Y Y 25.02.09 Y (4 days)
0270 02.09.09
0269 Y Y Y Y ? n/a
0268 Y Y Y ?
0265
0264 Y N Y Y 04.03.09 no note
M121 Y N N Y 04.02.2010
M120 Y N Y Y ?
M116 ? ?no file? ?
M118 ?no file? ?
M117+9 ?no file? ? ?
M115 ?no file? „ ? i. ?
M114 Y N Y Y 29.09.08 n/a
M112 Y Y Y ......  n/a
M ill Y N Y Y n/a
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C261 n/a
05.08.08-
? 10.03.09 5  ^ N
» 18/3/09- 
21.05.09 Y N
C259 07.01.09 27.1.09 Y Y 18.02.09 Y N
C248
C272
C263&
271
Y <4 
days)
C270
C269 n/a ?
assessed 
but no 
record kept Y Y
C268
13.05.09. 
NB Cl not 
present Y Y
C265
Assessed by 
G on 1.6.09 
according to 
L's eCPA 
entry
seen by G 
&C  
according 
to brief note 
on eCPA on 
06.07.09
C264 no note
M121
M120 C 21.08.09
seen by 0  
around 
October 
time
M116
M118 20.08.09 (2) Y
M117+9 ? 09.09.09 ? ?
05.11.09 
ongoing 
due to 
++DNAS
M115 no
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M114 n/a R
M112 n/a
29.07.08
(G&N) N N
M111 n/a
04.06.08 (T 
&C) Y
08.07.08 (B 
&P) Y N
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Appendix D: referral process meeting handout
fludit o f fiO T  referral process
Data was taken  from  th e  tw e n ty  most recent referrals which arrived at th e  AOT over th e  
last tw o  years. In form ation  from  service Excel spreadsheets, client files, and eCPA w ere  
used to  collate this inform ation.
Referral client demographics (n=20)
65% of referrals w ere  men
Average age was 39 years, w ith  a range o f 21 - 62
Primary diagnosis of referrals (n=20)
Paranoid Schizophrenia
Bipolar Disorder 
Psychotic Depression 
Delusional Disorder
There w ere  th ree  referrals which specified a secondary diagnosis, those being PTSD, poly­
substance abuse, and borderline personality disorder.
Referral source (n=20)
C M HT C M HT /  EIS C M H T /C R T  Forensic services
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Referral m ade by re f e rre r  
;
Received by tea m . Receipt acknowledged  
w ith in  5 w orking days via le tte r
Tw o tea m  m em bers to  screen referral 
paperw ork fo r eligibility
OR: Attend CPA 
meeting arranged by } 
referrer
No
Two members of team carry out an initial 
assessment w /i 3 /52 of allocation. Psychiatrist 
reviews likelv client
Discuss th e  client at th e  team  m eeting  to  
make a decision regarding acceptance
Care co -ord inator allocated
Com prehensive assessment com pleted w /i  6 
weeks
Care co-ord inator role transferred  to  th e  
AO T a t th e  next CPA m eeting
R eferrer in form ed  
via le tte r
Space on AOT caseload? R eferrer in form ed
1
via
1r
Case discussed in referral m eeting  w /i  1 /5 2 ^  Once space \
to  allocate initial assessors
R eferrer in fo rm ed  
via le tte r
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Qualitative results from research:
• People are being assessed by AOT and moving through the process, and
onto the caseload if deemed appropriate
• However, there is very little evidence on eCPA or in client’s files
regarding this
• Lack of a coherent system of recording, and lack of time due to heavy
workload, is resulting in staff members feeling overwhelmed and 
reluctant to engage with the awaiting referrals
• There is poor written communication with other teams, which are resulting
in some confusion as to the progress of referrals
• Through talking with the team, everyone is keen for change
Areas requiring action:
• Improved communication within team RE: referral progress
?  Referral ‘champion’ in each team taking responsibility for 10 
minute referral process taking place each week and 
communicating changes to admin 
?  Sarah / Maggie to attend referral part of team meeting 
?  Excel spreadsheet specifically mapping referral progress of 
clients
?  Small white board hanging in office for easy reference
Awaiting
screening
Awaiting 
discussion 
with team
Awaiting
initial
assessment
Awaiting 
discussion 
with team
Awaiting
comprehensive
assessment
Awaiting 
transfer o f 
care to 
AOT
Not
accepted.
Awaiting
discharge
? Cover sheet with every referral completed to track the people 
responsible for assessment, completion of measures, and dates 
things are carried out. Sample form on the next page
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Sussex Partnership
NHS Trust
REFERRAL PATHWAY 
Case Checklist
Name: NHS num ber:
DATE
□ Referral received
□ Referral acknowledged w ith  le tte r
M o re  in form ation  requested? Yes □  No □
□ Referral screened bv &
□
Discussed at M D T  m eeting  and:
a) assessors allocated
b) re ferral declined, le tte r sent to  re fe rre r
□
Initial assessment m ade bv &  
M easures com pleted: South Staffs □
Hall Engagem ent □
□
Discussed at M D T  m eeting  and:
a) provisional care co -ord inator allocated
b) referral declined, le tte r sent to  re fe rre r
□ Joint assessment carried out w ith :
□
M easures com pleted: Hall Engagem ent □
CPA assessment □  
HoNOS □
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Better communication with professionals outside of the team
? All incoming referrals and discharges acknowledged by letter, 
regardless of method of referral (ie verbally)
? Case notes and letters put onto eCPA to aid team members and 
other professionals with overview of case progress
Note keeping
? All notes regarding assessment placed in client folder and dated 
and initialled
? All assessment measures dated and initialled
Time targets
? Clear up confusion whether eg within 3 weeks of discussion at 
team meeting or 3 weeks from receipt of referral?
Lay-out of ‘Referral Book’ Excel spreadsheet updated
?  Maggie and Sarah to decide what data needs recording and 
decide how best to set out the spreadsheet
3556476
229
Appendix E: referral process meeting actions
O utcom e o f 'R eferra l Process' m eeting  
1 9 /0 5 /1 0
Alison fed  back th e  m ain points o f research findings and identified  areas fo r  action. 
Following discussion, th e  fo llow ing  outcom es and actions w ere  agreed on:
It w orked  w ell w hen re ferra ls  w e re  discussed in firs t 10 -15  m inutes o f th e  m e etin g
each Tuesday/W ednesday. This is to  be re-instated .
Chris, as Team  Leader, is u ltim ately  responsible fo r ensuring referrals are discussed at 
th e  m eeting, but hopefully th e  w ho le  tea m  w ill share th is responsib ility , particularly  
those in senior roles.
^  M ag g ie  o r Sarah to  a tte n d  w e e k ly  re fe rra l m e etin g  to  im prove com m unication  
b etw een  adm in and clinical staff, ensuring a sm ooth referral process.
Crawley: Section o f w h ite  board  designated  to  re ferra l p a th w a y , to  a llow  tea m  easy 
v iew  o f re ferra l progress.
Burgess Hill: To tria l above, or Excel a lternative .
/  M aggie and Sarah to  keep tra ck  o f status o f re ferra ls  on Excel spreadsheet (using info  
fro m  referral m eeting  and w h ite  board).
R eferral 'coversheet' kept at fro n t o f each referral and updated w hen  necessary to  
easily v iew  status.
All case notes and docum ents e n te red  o n to  eCPA to  im prove com m unication w ith in  
te a m , as w ell as w ith  o th er team s.
/  Paper notes and assessment m easures clearly  recorded w ith  dates and initials 
Clients deem ed inappropriate fo r AOT should be sent discharge le tte rs , w hich are  
loaded onto  eCPA, and th e  case then  closed. Referrals w hose referrers have not com e  
back w ith  fu rth e r inform ation , o r o th e r such problem s, should be flagged up in th e  
re ferra l m eeting, and appropria te  action taken  to  avoid  re ferra ls  staying on w a itin g  
list unnecessarily.
Alison, Chris, Ella, Sarah, M aggie, and any others keen to  a ttend , to  m e e t in th re e  
w eeks to  fo llo w  up and re v iew  progress o f changes.
Future ideas fo r te a m  discussion include: review  o f tim ed  targets; w hen  to  add a client 
on as a contact if still in th e  referral stage; discharging existing clients; and a fu rth e r  
review  o f th e  O perational Policy
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Appendix F: referral cover sheet
Sussex Partnership
NHS Trust
AO T CLIENT REFERRAL - PROGRESS OVERVIEW
Name: NHS number:
DATE
Updated 
on eCPA
□
Referral received
□
Client en tered  on PIMS
□
Referral acknowledged w ith  le tte r
□
Referral screened bv &
M o re  in form ation  requested? Yes □  No □
□
Discussed a t M D T  m eeting  and:
c) Assessors allocated
d) Referral declined, le tte r sent to  re ferrer. If so, client 
closed on PIMS □
□
Initial assessment m ade by: 
&
M easures com pleted: South Staffs □  
Hall Engagem ent □
□
Discussed at M D T  m eeting  and:
c) Care co-ord inator allocated
d) Placed on caseload w aiting list
e) Referral declined, le tte r sent to  re ferrer. If so, client 
closed on PIMS □
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Appendix G: review meeting outcomes
O u tc o m e  o f  ‘ re fe rra l p ro c e s s  re v ie w  m e e tin g  -  10/06/10
We systematically went through the minutes from the previous meeting 
(19/05/10) and found that:
y  Referrals are being d iscussed  in the first 10-15 minutes of every meeting, and 
this feels very manageable 
Maggie and Sarah are attending the meeting to ensure good co llabo ra tion  
between adm in and c lin ica l team m em bers 
y  The w hiteboard  has been usefu l in sharing  resp on s ib ility  for referrals and 
providing an easy overview of referral statuses 
'Z Communication and c los ing  le tters are being sent to referrers and are helping 
clarify matters around referrals 
V' The fresh start to the referral system have enabled the team to close several
referrals to the service. This has led to an increased sense o f co n tro l and
m anageability
Points arisen from discussion were as follows:
V" Flis pointed out that dealing w ith  incom ing  refe rra ls  is one o f the core tasks 
o f the team and this should continue to be given adequate attention 
/  Staff have found that a s lig h t m od ifica tion  to  the referra l section  on the
w hiteboard  was more helpful and it has been changed accordingly; ____
A w aiting  ]~ A w a it in g  | Aw a iting  Ï A w a iting  A w a iting  | Not | 
screening j team | com prehensive  team | tran s fe r o f accepted, i 
I d iscuss ion  | assessm ent i d iscuss ion  | care to  AOT | A w a iting  |
I I I I (w a iting  lis t) {closing le tte r|
Tne Doard has been updated in Crawley, the board in Burgess Hill is yet to be 
updated and this is something I can do when I am next at Summerfold (17/6/10) 
or another member of the team in the meantime, 
v ' The referra l cover sheet is the responsibility of the entire team to ensure that it is
completed as necessary. It m igh t be help fu l fo r  people to  fam ilia rise  
them selves w ith  th is  s im p le  fo rm  to  a llow  fo r  cons is tency  o f record 
keeping
Following feedback, the referra l coversheet w ill be s lig h tly  amended, and will 
be available on the AOT shared drive 
/  ‘D ischarge le tte rs ’ are better referred to  as ‘C los ing  le tte rs ’ in th is  context.
‘Discharge’ implies they have received treatment from the team which is not the 
case if a referral is deemed inappropriate at the referral stage 
/  A client should be entered as a client via PIMS as soon as a referral is received.
C ontacts shou ld  be recorded on eCRA as with any other clients 
/  An audit on discharge procedure might be interesting in the future, and a potential
project for a trainee next year
Future points for discussion in business meetings:
/  T imed targets: to look towards the possibility of a 13 week window from referral
to assessment completed, in order to begin coming in line with other Recovery 
Teams. Chris and Flis to follow this up in a future Business Meeting 
'Z Updating the O perational Policy is an ongoing process, and should perhaps be
brought further in line with the Policy Implementation Guide for Mental Health
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Facilitating improvement in the referral processes of an 
Assertive Outreach Team in the South East of England
-Evidence of feedback to the team involved-
Service Related Research Project
Year 1
July 2010
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O u tco m e  o f  'R e fe rra l Process' m e e tin g  
1 9 /0 5 /1 0
A lison  fe d  b ack  th e  m a in  p o in ts  o f  re se arc h  fin d in g s  a n d  id e n tif ie d  a rea s  fo r  a c tio n . 
F o llo w in g  d iscussion, th e  fo llo w in g  o u tc o m e s  an d  a c tio n s  w e re  a g re e d  o n :
It w o rk e d  w e ll w h e n  re fe rra ls  w e re  discussed in  f i r s t  10-15 m in u te s  o f  th e  
m e e tin g  each  T u e s d a y /W e d n e s d a y . Th is  is to  b e  re - in s ta te d .
Chris, as T e a m  L ead e r, is u lt im a te ly  re sp o n s ib le  fo r  e n su rin g  re fe rra ls  a re  
discussed a t  th e  m e e tin g , b u t h o p e fu lly  th e  w h o le  te a m  w ill share  th is  
re s p o n s ib ility , p a rtic u la r ly  th o s e  in s e n io r ro les .
M aggie  o r  Sarah to  a tte n d  w e e k ly  re fe rra l m e e tin g  to  im p ro v e  c o m m u n ic a tio n  
b e tw e e n  a d m in  a n d  clin ical s ta ff , en su rin g  a s m o o th  re fe r ra l p rocess.
N o rth  te a m :  Section  o f  w h ite  boa rd  d es igna ted  to  re fe rra l p a th w a y , to  a llo w  
te a m  easy  v ie w  o f  re fe rra l p ro gress .
S o u th  te a m :  T o  tr ia l a b o v e , o r  Excel a lte rn a t iv e .
M a g g ie  a n d  S arah  to  k e e p  t ra c k  o f  s ta tu s  o f  re fe rra ls  on  Excel sp re ad she e t
(using  in fo  f ro m  re fe r ra l m e e tin g  a n d  w h ite  b o a rd ).
R eferra l 'c o v e rs h e e t' k e p t a t  f ro n t  o f  each  re fe r ra l an d  u p d a te d  w h e n  
n ecessary  to  ea s ily  v ie w  s ta tu s .
All case no te s  and  d ocu m e n ts  e n te re d  o n to  eCPA to  im p ro v e  c o m m u n ic a tio n  
w ith in  te a m , as w e ll as w ith  o th e r  te a m s .
Paper n o te s  and  assessm ent m easures c le a rly  reco rd ed  w ith  d a te s  a n d  in itia ls  
C lien ts  d e e m e d  in a p p ro p r ia te  fo r  A O T  sh o u ld  b e  s e n t d ischarge  le tte rs , w h ic h  
a re  lo a d e d  o n to  eC PA, an d  th e  case th e n  c lo sed . R e fe rra ls  w h o s e  re fe r re rs  h a v e  
n o t c o m e  back w ith  fu r th e r  in fo rm a tio n , o r  o th e r  such p ro b le m s , sh o u ld  b e  
fla g g e d  up  in th e  re fe rra l m e e tin g , a n d  a p p ro p r ia te  a c tio n  ta k e n  to  a vo id  
re fe rra ls  s ta y in g  on  w a it in g  lis t unnecessarily .
A liso n , Chris, Ella, S arah , M a g g ie , a n d  a n y  o th e rs  k e e n  to  a t te n d , to  m e e t in  
th re e  w eeks  to  fo llo w  up  an d  re v ie w  progress o f  ch anges .
F utu re  ideas fo r  te a m  d iscussion  in c lu d e : re v ie w  o f  t im e d  ta rg e ts ; w h e n  to  a d d  
a c lie n t on  as a c o n ta c t if still in th e  re fe r ra l s tage; d isch arg in g  ex is tin g  c lien ts ; 
a n d  a fu r th e r  re v ie w  o f  th e  O p e ra tio n a l Policy
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Log of research completed
Research Log
Year 3
July 2012
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Research Log
1 Form ulating and testing hypotheses and research questions X
2 Carrying out a structured lite ra tu re  search using in fo rm ation  technology and  
lite ra tu re  search tools
X
3 Critically review ing re levant lite ra tu re  and evaluating research m ethods X
4 Form ulating specific research questions X
5 W ritin g  b rief research proposals X
6 W ritin g  detailed  research proposals/protocols X
7 Considering issues re lated to  ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
X
8 O btaining approval from  a research ethics co m m ittee X
9 O btaining appropria te  supervision fo r research X
10 O btaining appropria te  collaboration fo r  research X
11 Collecting data from  research participants X
12 Choosing appropria te  design fo r  research questions X
13 W ritin g  patien t in form ation  and consent form s X
14 Devising and adm inistering questionnaires X
15 Negotiating access to  study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropria te statistical analyses X
19 Preparing q uantitative  data fo r analysis X
20 Choosing appropria te q uantita tive  data analysis X
21 Summarising results in figures and tables X
22 Conducting sem i-structured interview s X
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23 Transcribing and analysing in terv iew  data using qualitative m ethods X
24 Choosing ap propria te  qualitative  analyses X
25 In terpreting  results from  q uantita tive  and qualitative  data analysis X
26 Presenting research findings in a variety  o f contexts X
27 Producing a w ritten  report on a research project X
28 Defending ow n research decisions and analyses X
29 Subm itting research reports fo r publication in p eer-review ed  Journals o r ed ited  
book
X
30 Applying research findings to  clinical practice X
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Presentation:
The dilemmas of the use of ECT discussed
Older Adult placement
August 2011
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Presentation on ECT -10.08.11 
Alison Holt - Trainee Clinical Psychologist 
alison.holt@nhs.net
Précis
While on my Older Adult placement on an inpatient ward, I took a particular 
interest in ECT as a treatment option for certain conditions. I noted that a 
larger of people than (I had) expected, were being put forward for ECT 
treatment. I chose to learn more about ECT in order to make an informed 
decision regarding this as a treatment option.
A brief history
• Hungarian psychiatrist Laszio Meduna first started researching the 
benefits of electric shocks in the treatment of various medical and 
psychological conditions in the 1930’s.
• Since this time many ways in which ECT is administered has changed 
to make the process more humane, including: a muscle relaxant given 
to avoid injury during a seizure; dosages of electric current; number of 
sessions; the administering of anaesthetic; increased privacy during 
the treatment; and the inclusion of after-care directly following 
treatment.
The procedure
• Patients are routinely given a pre-treatment interview before each 
treatment. They are asked general questions to measure their 
orientation, and various vital signs are taken
• They are then wheeled on a bed into the ECT suite. They are placed 
under general anaesthetic and given a muscle relaxant to prevent 
body spasms. An electric current is passed through the brain for 
several seconds, which aims to induce a clonic seizure. Medics 
subjectively assess seizure ‘quality’ and may attempt to induce 
another seizure if necessary. Following this, the patient is brought 
back to consciousness and wheeled into the after-care room. Here 
they stay for 1-2 hours for observation. They are offered tea and toast, 
and once they are oriented are released to return home or back to 
their ward. People generally receive 6-12 sessions, administered twice 
weekly.
• There is still no generally accepted understanding of the mechanics 
behind ECT. The most prevalent hypothesis is that it causes an 
alteration in the post-synaptic response to central nervous system 
neurotransmitters.
NICE Guidance on the use of ECT (2003)
• NICE recommends ECT ‘to achieve rapid and short-term improvement 
of severe symptoms after an adequate trial of other treatment options
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has proved ineffective and/or when the condition is considered to be 
potentially life-threatening ' (p.5)
• ECT is only recommended for severe depressive illness, catatonia, or 
a prolonged or severe manic episode. ECT is not recommended for 
the treatment of schizophrenia. The effectiveness of maintenance ECT 
is also not indicated by current research.
• Due to longstanding cognitive impairments, the risks to the individual 
should be carefully considered. Enhanced risks for treatment exist in 
pregnancy, in older people, and in children and young people.
• NICE emphasises the importance of informed consent and joint 
decision making with the patient and carers. Where people are not 
considered to have capacity, decision for treatment should involve 
carers and advocates.
• An audit in England from January to March 1999 found that;
- 2835 people were treated during this time
- 41 % were over the age of 65
- 75% were not formally detained under the MHA
- Of those formally detained, 59% did not or were not able to 
consent to treatment
ECTAS
• The ECT Accreditation Service (ECTAS) was set up by the Royal 
College of Psychiatrists (RCPsych) to inform best practice in the 
administration of ECT. ECTAS releases annually a set of standards 
ECT clinics are nationally asked to adhere to. Clinics can be assessed 
and awarded a rating depending on their adherence to guidelines 
around provision of ECT, staff training, adherence to protocol, etc.
• Currently accreditation by ECTAS is not compulsory. For this reason, 
only 78% of clinics are signed up in England and Wales. Locally, only 
Worthing is accredited by ECTAS. Hove, Eastbourne, and Hastings 
are however not.
• Notably, ECTAS guidelines suggest follow-up of patients' 
psychological state, cognitive functioning, and memory in between 
sessions and 3-6 months following treatment using the CGI scale, the 
MMSE and subjective reporting from both clinician and patient. 
However, particularly with longer term follow-up it is not clear who this 
is monitored by as guidelines are generally aimed at ECT clinical staff. 
This hints at a lack of interest in research into longer-term outcomes. It 
also lacks a standardised questionnaire to measure depression, eg 
the HADS.
Current research (Research cited from Read & Bentall, 2010)
Problems facing developments in research
• The research community currently face ethical dilemmas which 
prevent further research into the effectiveness of ECT and effectively a 
stalemate where clinicians are forced to rely on old and often 
inadequate studies done at least 30 years previously. The dilemmas 
include:
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- The nature of RCTs necessitate a control group. However, as it is 
unethical to withhold treatment this presents difficulties for 
research design.
- Since the advent of anaesthetic, some research has been done 
with simulated ECT (s-ECT) where patients are put under, but are 
not given ECT treatment. The risks associated with repeatedly 
rendering a person unconscious still places patients under 
considerable risk. Furthermore the lack of cognitive effects 
immediately following s-ECT means this is not a totally ‘blind’ study 
to either participants or clinical staff.
- Administering a harmful and damaging treatment without any 
common agreement of its compensatory benefits has obvious 
ethical impediments.
Effectiveness of ECT
• Read et a/.’s (2010) meta-analysis of their choice of ‘robust’ research 
studies indicated that a small proportion of people showed 
improvement directly following treatment. However improvements 
were not maintained on follow-up in most cases.
• The Northwick Park ECT Trial (1984) found comparable results for the 
effectiveness of both s-ECT and ECT, suggesting a placebo effect for 
both patients as well as clinician raters.
• Sackheim at al. (2001): looked at the effectiveness of
pharmacotherapy follow-up (lithium, antidepressants alone, and 
placebo) for sustaining any positive effects gained from ECT. They 
concluded that without active treatment, virtually all remitted patients 
relapse within 6 months of stopping ECT. This highlights the 
importance of appropriate follow-up treatment for people directly after 
ECT treatment.
Memorv
• It is generally accepted that retrograde amnesia occurs to some extent 
in almost all ECT recipients, memory of events closest to the 
treatment are most affected and some improvement occurs over time 
with distant memories returning before recent ones. In some patients 
the recovery from retrograde amnesia will be incomplete (American 
Psychiatric Association, APA, 2001).
• Anterograde amnesia: Almost everyone receiving ECT struggle to 
retain new information or recall events occurring after ECT (APA, 
2001), having implications for the effectiveness of psychological 
intervention at this time.
• Sackheim et al. (2007): found significant retrograde amnesia at six 
months, but only found anterograde amnesia immediately after ECT.
• Difficulties with recalling autobiographical memories, as well as current 
events, have an obvious impact on sense of self and self-efficacy.
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Observation and reflections
• The literature in this area is noticeably divided in opinion across 
professions
• Difficulties in conducting further research has resulted in the current 
stalemate where not evidence is produced to categorically state that 
the harmful consequences outweigh any possible benefits, versus no 
research exists to out rightly state that ECT is a worthwhile treatment 
option.
• I wondered whether ECT would be taken on by NICE if it only now 
was ‘discovered’ with its current evidence base. Or is the only reason 
it continues to be implemented because it always has been utilised, 
and to stop using ECT acknowledges that perhaps the medical 
community have been party to inhumane practises for all these years.
• It was interesting to reflect on ECT clinic staffs vested interest in the 
effectiveness of ECT, and I sensed defensiveness when questioning 
them about ECT. There did not seem to be much scope for discussion 
on some of the drawbacks of ECT, potentially due to the dissonance 
this may generate within them.
• I think the element of ‘hope’ that ECT provides staff should not be 
underestimated. It gives another goal for treatment of ‘hopeless cases’ 
where nothing has so far worked and staff may have begun to feel 
powerless to help.
• I was struck by how much the process relied on subjective measures 
such as interpretation of the seizure and EEG readings, when and 
whether improvement in the patient was sufficient to cease ECT 
treatment, and whether the patient’s condition had indeed improved. 
Research cited in Read et al. (2010) described a large disparity 
between nurse’s, patient’s, and psychiatrist’s subjective assessment of 
recovery, with often only psychiatrists noting an improvement in 
presentation. This also has implications on research which often relies 
on psychiatrists’ reporting of ‘wellness’.
• There was a lack of objective measures of levels of depression which 
perpetuates this over reliance on subjective reporting from 
professionals, who may often have vested interests in the speedy 
recovery of patients.
• The issue of consent and the quality of information giving to patients 
and their families is a contentious issue. I imagine that the provision 
and treatment of these two issues may vary greatly across different 
hospitals and regions depending on culture of staff and treatment 
preferences of medical professionals.
• What next? I hope that further clinics will apply for ECTAS 
accreditation and audit their work accordingly. I also feel that inclusion 
of a depression measure in pre- post- and follow-up interviews will 
generate rich data to contribute to the evidence base for ECT. I also 
hope that staff continue to be mindful of the rights of patients to make 
fully informed decisions about their treatment, and made fully aware of 
the cognitive impact ECT can have on them.
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Working psychologically with people who hear voices 
and have a learning disability
A lison  H o l t -2 0 ^ ^  M arch  2012 
What is it like to hear voices?
Voice hearers describe hearing voices as a very real experience, much like 
hearing a person talk ‘in the real world’. Voice hearing can have many 
different facets such as:
- Voices can sound as originating in one’s head, or coming from different 
geographical locations around the person
- Some people hear one voice, whereas others hear multiple voices
- Voice identity can also vary: some voices may be that of known people, yet 
others may be that of a stranger
- Voice quality such as clarity, volume, and intonation may all vary
- Voices may be directed at the person, indirectly talk about the hearer’s 
experience, or talk about things totally unrelated to the hearer
- Hearing voices can last for minutes, or be experienced continuously
- Moreover, these factors can be changeable for people over time, making 
voice hearing a very fluid experience (as described in e.g. Romme & Escher, 
2000).
Hearing voices v. Schizophrenia v. Psychosis
- Hearing voices was not necessarily a negative experience, and some 
people instead experience their voices as reassuring, consoling and 
supportive.
- Only 1 in 10 of those who hear voices report them as being distressing 
(Romme and Escher, 2000).
- Hearing voices therefore does not necessarily indicate the presence of a 
mental illness. Instead hearing voices could be seen as on a continuum with 
normality. Other naturally occurring misperceptions include tinnitus, pins and 
needles, phantom limb, pressing one’s eyeball, and hearing someone speak 
when they did not.
- Different diagnoses are associated with hearing voices including 
schizophrenia, bipolar disorder, PTSD, and psychotic depression.
- Psychosis refers to a mental state where someone is thought to have ‘lost 
touch with reality’, and auditory hallucinations can be part of this. It can 
therefore be a feature of any of the above conditions.
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Origin of voice hearing?
- No widely agreed on explanation, but the most widely accepted is the 
‘stress -  vulnerability model’.
- It states that due to biological, social, and psychological factors, certain 
people may be naturally more vulnerable to experience voice hearing. 
However their vulnerability does not predict voice hearing, instead only if they 
are exposed to significant stress may voice hearing symptoms be 
experienced.
- The level of stress necessary for this to occur is dependent on the person’s 
high or low level of vulnerability to stress. This is consistent with many 
theories of schizophrenia, which state that episodes of psychosis often occur 
as a result of experiencing trauma.
- Formulation is key in informing treatment. At the end of this handout are 
some formulation ideas set out using the 4 P’s model.
Voice hearing in LD
- It’s been estimated that there’s a threefold prevalence of voice hearing in 
the LD population (3%), relative to the general population (1%).
- It is likely that those with LD experience more trauma (e.g. abuse, isolation, 
loss), and have less resources to cope with trauma.
- A further consideration when assessing is to consider whether:
Are they hearing voices, or is it simply an extension of internal 
monologue?
Are they reliving memories or are they experiencing hallucinations?
- Around 50% of interventions for CBT and voice hearing involved the 
support of family and carers, so it is particularly important to make sure they 
are on board in treatment approach.
Psychological considerations:
- Is there any distress associated with the voice hearing? If not, is any 
intervention indicated?
- Who did the referral come from? And what drove them to make the referral? 
Perhaps the people around the ‘voice hearer’ are more distressed / 
disturbed, and would benefit from psycho-education and normalisation of the 
phenomenon.
- May the voice hearing have a coping or protective function? And if so, what 
is it helping the person cope with?
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CBT Approach:
- The CBT approach uses the ABC model to formulate where to start an 
intervention:
A c t iv a t in g  \ B e l ie f : \ C o n s e q u e n c e :
EVENT: > >/ 'That dog's / Run aw ay fas t!
E.a. A doa b arky aoina to a t ta c k /
- Similarly with voice hearing, intervention is based on the following 
formulation:
A c t iv a t in g  \ B e l ie f : \ C o n s e q u e n c e :
EVENT: > >/ 'The voice is / s ta rt to withdraw
E.a. Hear a vo ie / riaht. 1 am h a d ' / from  social
- So intervention is based around the interpretation (the beliefs) attached to 
the voices rather than the voices (or voice content) itself.
- IN SUMMARY: People are distressed by the meaning they attach to an 
event, not the event itself.
When talking to someone about their voices:
- Build up rapport and trust (this can be slow).
- Empathise with the person's feelings (If someone believes something to be 
true, it has the same effect as if something were actually true).
- Suspend disbelief (i.e. be neutral), and agree to disagree if necessary. It is 
important to respect their experience.
- Pacing an intervention is important too: don’t push the person too hard.
What kind of beliefs do they have about their voices?
- Try to determine a person’s beliefs about the voices, i.e.
1. Beliefs about the voices’ identity
2. Beliefs about the voices’ purpose / intent
3. Beliefs about voice power and omnipotence
4. Beliefs about consequences of obedience and disobedience
Strategies for intervention (by MDT using this model) -  page 25 positive 
and negative coping strategies:
- Psycho-education and normalisation (with client and carers).
- Particularly with people with a learning disability, using different media ( 
such as photos, drawings, figurines, cartoons, sculpting etc) can support
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conversations around voices. Interventions can be more inventive too, such 
as roleplay, and cartoons with thought bubbles.
- Activity scheduling.
- Distraction techniques (eg pointing to and naming all objects in the room, 
reading out loud, humming, putting earplugs in).
- Socratic questions to challenge' beliefs about the voices & generating 
alternative explanations. ‘Are they tricking you into thinking they are 
powerful?’, ‘What is the evidence?’, ‘Do they lie?’. Help the person see the 
difference between someone saying they’ll do something and actually doing 
something.
- ‘Thought stopping’ -  devising a mantra using the client’s own words
- Relaxation
- Behavioural experiments to undermine the voice’s threats.
- Systematic desensitisation
- Ensure the person can continue to maintain social, and vocational / 
educational functioning to reduce an escalation of their difficulties.
- Relapse prevention (e.g. a relapse prevention plan, and noticing triggers 
such as stressful times)
What are the goals of treatment??
- A shared understanding for the person and those around them of what is 
happening may relieve distress, and dispel unhelpful myths.
- Target a person’s distress, not the voice hearing directly as this is likely to 
be ineffectual!
- getting a person to buy into the idea that their voices are simply a 
hallucination is not necessary. It may be enough for them to develop a 
healthier relationship with their voices that is not persecutory or punitive, and 
allows the person to still lead a fulfilling life.
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Useful further reading:
Accessible reading about the voice hearing experience:
Romme, M. & Escher, S. (2000). Making Sense of Voices: A guide fermentai
health professionals working with voice hearers. MIND Publications: London 
CBT for voice hearing:
Chadwick, P., Birchwood, M., & Trower, P. (1996). Cognitive Therapy for 
Delusions, Voices, and Paranoia. Wiley: Chichester
Detailed case studies of CBT for voice hearing in LD:
- Barrowcliff, A. L. (2008). Cognitive behaviour therapy for command 
hallucinations and intellectual disability: A case study. Journal of Applied 
Research in Intellectual Disabilities, 21, 236-245
- Favrod, J., Linder, S., Pernier, S., & Navarro Chafloque, M. (2007). 
Cognitive behaviour therapy of voices for patients with an intellectual 
disability: two case reports. Annals of General Psychiatry, 6, 22
- Leggett, J., Hum, C., & Goodman, W. (1997). Teaching psychological 
strategies for managing auditory hallucinations -  a case report. British 
Journal of Learning Disabilities, 25, 158-162
Information for family and carers:
www.intervoiceonline.org
www.rethink.org
http://www.mentalhealth.org.uk/help-information/mental-health-a-z/
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Contextual Factors and Formulation in Psychosis I Schizophrenia
(Taken from: Carr, 2006)
PERSONAL
Genetic vulnerability 
Intrauterine adversity
PREDISPOSING FACTORS
CONTEXTUAL
Exposure to family problems in early life 
Social disadvantage
PERPETUATING FACTORS 
(PERSONAL) 
Biological:
- Dysregulation of 
dopaminergenic mesolimbic 
system
- Hyperarousal
Psychological:
- Lack of insight
- Cognitive distortion and 
misattributions
- Dysfunctional coping 
strategies
(CONTEXTUAL) 
System Factors:
- Family deny problems
- Family ambivalent about 
solving the problem
- Family have never coped 
with similar problems before
- Family reject formulation 
and treatment plan
PRECIPITATING
FACTORS
- Acute life stress 
-Trauma
- Illness or injury
- Child abuse
- Bullying
SCHIZOPHRENIA
- Positive symptoms
- Negative symptoms
PROTECTIVE FACTORS 
(PERSONAL) 
Biological:
- Good physical health
Psychological:
- Good pre-morbid 
functioning
- Acute onset
- Clear precipitant
- Awareness of pro-dromal 
(initial psychotic) symptoms
- Female
- Older
- Higher IQ
- Easy temperament
- High self-esteem
- Internal locus of control
- High self-efficacy
- Optimistic attributional 
style
- Mature defence 
mechanisms
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